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AVID JOE SMITH, M.D., has 
been appointed Plant Medical 
Director for U. S. Steel’s Edgar 
Thomson Works, Braddock, Pa., 
it was announced today by 
ROBERT B. O'CONNOR, M.D., Medi- 
cal Director of U. S. Steel Corp- 
oration. DR. SMITH has been Medi- 
cal Director for L. S. Ayres & 
Company, Indianapolis, Indiana, 
since 1953. 
DR. SMITH was graduated from 
Medical 
interned at 


Indiana University 
School in 1942 and 
the Methodist Hospital, 
apolis. He served in the U. S. 
Army Medical 
fantry Division Collecting Com 
pany Commander in the Euro- 
pean Theatre from 1943-1946. 


Indian- 


Corps as an In- 


Following military service, DR. 
SMITH three 
residency training in surgery at 
the Methodist Hospital, the last 
year as chief resident physician. 


completed years’ 


During four years of privats 
surgery, he became 
with L. S. Ayres & 
Company as a part-time medical 
before full 


responsibility for medical 


practice in 
associated 
examiner assuming 
thei 
program in 1953. 
DR. SMITH has 
organizations in In- 


been active in 


local civic 
dianapolis. He is a member of 
county, state and American med- 
ical associations. He is a Fellow 
of the Medical Asso- 
ciation and, until his present ap- 
Industrial 


Industrial 
pointment, was the 
Medical Association counselor for 
the state of Indiana. 


R EMMET KELLY, M.D., Medical 

* Director for Monsanto Chem- 
ical Company, St. Louis, has 
been appointed Chairman of the 
Medical Advisory Committee of 
the Manufacturing Chemists’ As- 
sociation. 

The committee’s advisory ser- 
vice includes the preparation of 
information on the toxicology of 
industrial chemicals, on medical 
treatment for 
sential first aid 
publication in the 
widely recognized chemical safety 


exposure and es- 
measures for 
Association’s 
data sheet series. 
DR. KELLY 
from St. 
1932. He was appointed Medical 
Director of Monsanto in 19386, 
serving until 1942 when he joined 
the U. S. Army. Discharged in 
1946 with the rank of lieutenant 
returned to Monsanto 


received his M.D. 


Louis University in 


colonel, he 
as Medical 

In addition to his 
work DR. KELLY is senior instruc- 
medicine at St. 
member of 


Director. 
industrial 


internal 
Louis University, a 
the board of directors of the St. 
Louis Heart Association, member 
of the council of the American 
Therapeutic Society and is ac- 
tive in a number of other profes- 


tor in 


sional societies. 


T7ILLIAM ALLEN HAMOR, Ph.D., 
Senior Director of Research, 
Mellon Institute, and Advisor to 
the Industrial Hygiene Founda- 
December 31, 1959, 
Institute 


tion, retired 


after 45 years at the 


and more than a half-century of 
distinguished service to science. 

DR. HAMOR, in 1934, influenced 
the planning and establishment 
of the Foundation, now composed 
of 400 member companies and 
public agencies which has ef- 
fected widespread improvement 
in industrial working conditions. 

DR. HAMOR’S interest in indus- 
trial hygiene has been ascribed 
to his concern for “any activity 
which would lead to greater 
health, comfort, and safety for 
human beings.” His strong, per- 
sonal concern for IHF has been 
a dominant element in the Foun- 
dation’s achievements. 

An article on IHF in J/ndustrial 
Medicine and Surgery, October 
1953, stated: “If the Foundation 
seems to have attained maturity 
in a remarkably short period 
of time, much of the credit be- 
longs to DR. WILLIAM A. HAMOR, 
of Research at Mellon 
been its Ad- 


Director 
Institute, who has 
viser from the beginning. A 
pioneer in the field of indus- 
trial hygiene, he has made un- 
limited contributions of his time, 
and experience to the 
of the Foundation. Dr. 
HAMOR’S interest in all aspects 
of industrial health and of hu- 
man resources began with studies 
in the early 1900’s.” 

Early in his career, DR. HAMOR 
also did researches on the chem- 
istry and toxicology of anes- 
thetics, and later on smoke con- 
trol, the latter contributing to a 


energy 
progress 
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better understanding of munici- 
pal chemistry. In 1945, he served 
as chairman of the Smoke Abate- 
ment Committee of the Allegheny 
Conference on Community De- 
velopment. The Conference was 
largely responsible for the adop- 
tion of smoke control in the 
Pittsburgh district. 

Since 1947, DR. HAMOR has been 
editor of the American Chemical 
Society’s Chemical Monograph 
series, which reports on subjects 
in chemical science. Among other 
work for the Society, he served 
on the committee that established 
the Priestley Medal, and the com- 
mittee that formed the petroleum 
division of the Society. At one 
time he wrote a column on in- 
dustrial developments for the 
then Journal of Industrial and 
Engineering Chemistry, which 
carried the first industrial news 
to appear in any of the Society’s 
journals. Later, for six years, he 
wrote annual reviews of indus- 
trial research development for 
Chemical and Engineering News. 


*HARLES H. RUSHMORE, M.D., has 

“ been named Regional Medical 
Officer of the Pennsylvania Rail- 
road’s Buckeye Region. 

DR. RUSHMORE succeeds IRVING 
BLACK, M.D., who has retired after 
36 years in the railroad’s medi- 
cal department. 

DR. RUSHMORE attended Key- 
stone Junior College, Brown Uni- 
versity and Alfred University 
prior to obtaining his medical 
degree at Temple University. 
After serving his internship in 
Moses Taylor Hospital, Scranton, 
and spending two years in ser- 
vice, DR. RUSHMORE was engaged 
in private practice in Elmhurst 
and Moscow, Pa., several years 
and for 10 years in the Strouds- 
burg, Pa., area before joining 
the railroad last February as 
Medical Officer at New York. 


OHN G. PIFER, M.D., has been 
| peal Medical Director of 
the East Pittsburgh Divisions 
of Westinghouse Electric Corpor- 
ation succeeding FRANK E. GRAY, 
M.D., who has retired. Prior to 
his appointment as Medical Di- 
rector, DR. PIFER served as Assist- 
ant Medical Director for the 
Westinghouse East Pittsburgh 
Divisions. 
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After graduating from Du- 
quesne University in 1942, pr. 
PIFER received his M.D. degree 
from the University of Pitts- 
burgh in April, 1948. From April, 
1948, until April, 1949, he in- 
terned at the United States 
Naval Hospital in Philadelphia. 
In September, 1949, he joined 
the Westinghouse East Pitts- 
burgh Medical Department and 
served in the capacity of staff 
physician until his appointment 
as Assistant Medical Director 
in 1957. 

DR. PIFER is a member of the 
Industrial Medical Association of 
Pittsburgh and the Industrial 
Medical Association. 


OHN ALLEN, M.D., will become 

Chief Medical Consultant to 
the State of Wisconsin Public 
Welfare Programs. In this capa- 
city he will correlate all medi- 
cal programs between federal, 
state, and county programs, as 
well as rehabilitation and work- 
evaluation clinics. 

DR. ALLEN has retired as 
Corporate Medical Director of 
Oscar Mayer and Co., after serv- 
ing in that capacity for seven 
years. 

He will continue as Lecturer 
in Occupational Medicine at the 
University of Wisconsin Medical 
School, as well as consultant to 
various managements on indus- 
trial relations problems. 


OHN F. COYNE, M.D., has been 
| gene ioe Medical Director of 
the Sharon plant, Transformer 
Division, Westinghouse Electric 
Corporation. He was formerly 
Medical Director of the Janes- 
ville, Wisconsin, plants of the 
Fisher Body and Chevrolet Di- 
visions of General Motors. 

DR. COYNE received his M.D. 
degree from the University of 
Pittsburgh in June, 1949, and 
interned at Hurley’ Hospital, 
Flint, Michigan, from July, 1949, 
until July, 1950. From 1950 to 
1952 he was on active duty as a 
U. S. Air Force Medical Officer 
and was stationed at F. E. War- 
ren Air Force Base, Cheyenne, 
Wyoming. In 1952 he became 
engaged in the general practice 
of medicine as a member of the 
Fond du Lac Clinic, Fond du Lac, 
Wisconsin, continuing there un- 


til 1956 when he entered a full- 
time career in industrial medi- 
cine with GM at Janesville. 

DR. COYNE is a member of the 
Central States Society of Indus- 
trial Medicine and Surgery and 
Industrial Medical Association. 


FRANK A. PATTY, long the chief 

of the Industrial Hygiene sec- 
tion of General Motors Corpora- 
tion, with its headquarters at the 
Technical Center near Detroit, 
has retired. MR. PATTY stands 
eminent because of his author- 
ship of the standard text Jndus- 
trial Hygiene and Toxicology, in 
process of appearing in its second 
edition. MR. PATTY will stay with 
General Motors as a consultant. 


University of Toronto will pre- 

sent a Refresher Course in 
Industrial Medicine from March 
7 to 11, 1960. The course will 
be under the direction of J. R 
BROWN, M.D., Professor of Phys- 
iological Medicine, with the staff 
of the school and a number of 
visiting lecturers. The curriculum 
will be concerned with recent 
developments in Industrial Med- 
icine and the course has_ been 
designed to be of interest to the 
general practitioner engaged in 
part-time practice in industry 
as well as the full-time medical 
officer. The fee for the course 
will be $60.00 (Canadian Funds), 
but registration for part of the 
course can be arranged for at 
the rate of $15.00 (Canadian 
Funds) per day. The College of 
General Practice of Canada will 
allow study credits of 24 hours 
for the course. 

Further details of the course 
may be obtained through the 
Division of Postgraduate Medi- 
cal Education, Faculty of Med- 
icine, University of Toronto, To- 
ronto 5, Ontario. 


ew York University-Bellevue 

Medical Center Postgraduate 
Medical School, Department of 
Industrial Medicine offers two 
courses in radiological health 
starting March, 1960. 

This program makes available 
to research institutions, indus- 
try and government, facilities 
for training technical people hav- 
ing responsibilities in the ex- 
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panding field of radiological pro 
tection. The courses are intended 
for persons already trained in 
one of the physical, engineering, 
biological or medical sciences who 
require a comprehensive _intro- 
duction to the new techniques 
and methods associated with ra- 
diological hazard evaluation. The 
courses are as follows: 

Medical and Public Health 
Control of Ionizing Radiation: 
Full time, March 7-18, 1960. 
Primary emphasis is on the bi- 
ological effects of radiation and 
medical control programs. Spe- 
cifically designed for public 
health officials, physicians, and 
others with biological interests. 

Radiation Hygiene Measure- 
ments: A four-week intensive 
course, April 18-May 13, 1960, 
laboratory instruction 
monitoring and 


offering 
in surveying, 
sampling procedures for persons 
having some acquaintance with 
nuclear measurement principles. 

For further information: The 
Associate Dean, New York Uni- 
versity Postgraduate Medical 
School, 550 First Avenue, New 
York 16, New York. 


Menninger 
I 


1ounces’ its fifth 


Foundation an- 
annual 
Seminar on Psychiatry and Oc- 
cupationai Medicine for Occupa- 
tional Physicians, conducted in 
cooperation with the staffs of 
Topeka State and VA Hospitals, 
March 7-11, 1960, at Topeka, 
Kansas. This seminar is for oc- 
cupational physicians who are 
concerned with the health main- 
tenance of a major segment of a 
company. It is designed to fur- 
ther the development of a psychi- 
atric frame of reference applic- 
able to the daily practice of the 
occupational physician. 

Objectives are to help the 
occupational physician further 
his understanding of psychologi- 
-al motivation, improve his skills 
in assessing the emotional as- 
pects of medical problems, ac- 
quaint himself with techniques 
of brief psychotherapy, and en- 
large his knowledge of psychi- 
atric treatment methods and 
criteria for referral. 

The seminar will consist of 
three major units: Psychody- 
namics or Basic Theory of Psy- 
chological Motivation, Principles 
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of Psychiatric Examination, and 
Psychiatric Treatment. 

Two full days will be devoted 
to Psychodynamics. This will in- 
clude discussion of conscious and 
unconscious motivation, construc- 
tive and destructive personality 
trends, personality mechanisms, 
and the work environment. Three 
half-day sessions will be devoted 
to Principles of Psychiatric 
Examination, the subtopics of 
which will be psychological as- 
pects of the initial examination, 
and psychiatric case study, with 
case demonstrations. An _ addi- 
tional three sessions will be de- 
voted to Psychiatric Treatment. 
Somatic treatment methods, prin- 
ciples of psychotherapy, and brief 
psychotherapy will comprise the 
individual sessions. In addition, 
there will be lectures on psycho- 
logical, psychiatric and neurologi- 
cal topics of special interest to 
occupational physicians. 

Each lecture will be followed 
by a question period and a de- 
monstration or discussion period. 

Each physician also will be 
assigned to a small discussion 
group which will meet daily 
throughout the week. 





Died 
“HRISTOPHER C. SHAW, 58, Cap- 
tain, U. S. Navy, Medical 
Officer of the Philadelphia Naval 
Base and Shipyard, on December 
5, 1959, at the U. S. Naval Hos- 
pital. 

A 1931 graduate of the Uni- 
versity of Maryland Medical 
School, he was called to active 
duty in the Navy in 1941 and 
served as a flight surgeon aboard 
the USS 
years during the Second World 
War battle of the Atlantic. 

CAPTAIN SHAW held several 
Navy posts, including that of 
Director of the Research Divi- 
sion of the Bureau of Medicine 
and Surgery. 

He was an Associate in Medi- 
cine on the faulties of the Uni- 
versity of Pennsylvania Medical 
School and Hahnemann Medical 
College. He was a member of 
the American Medical Associa- 


Solomons for two 


tion, the American Association 
for the Advancement of Science 
and the American Academy of 
Occupational Medicine. 


IAL RICHARDSON OGLEVIE, M.D., 
62, of Kansas City, Mo. pr. 
OGLEVIE, who specialized in indus- 
trial medicine and surgery, was 
stricken at the Westinghouse 
Electric Corporation plant, while 
on his daily visit to the plant 
where he was Medical Director. 
DR. OGLEVIE practiced industrial 
medicine and surgery in Greater 
Kansas City more than 34 years. 
In 1957 he and an associate, 
REX L. DIVELEY, M.D., presented 
a paper on low back examinations 
for industrial pre-employment. 
The paper was read before the 
Pan-Pacific Medical Association 
in Honolulu. DR. DIVELEY said that 
he and Dr. Oglevie completed the 
paper after eight years of ex- 
amining more than 10,000 em- 
ployees for the Westinghouse 
Company. DR. DIVELEY said the 
examination study aided them in 
determining whether job appli- 
cants were physically able to do 
lifting and regular employment 
duties. 

DR. OGLEVIE had been a member 
of the Jackson County Medical 
Socicty since 1925. He held mem- 
berships also in the Chamber of 
Commerce, the Missouri Medical 
Association and the American 
Medical Association. 

He saw service with the Army 
in World War I. In 1921 he re- 
ceived his Bachelor of Arts de- 
gree from the University of Kan- 
sas and in 1923 his M.D. from 
the same university. He interned 
at General Hospital and in 1924 
began his general practice in 
Kansas City. He was a member 
of the medical staffs of St. Luke’s 
and Queen of the World Hospitals. 


( eae E. HEALY, M.D., 60, of 


4 


Cincinnati, Ohio. He was 
found dead in his auto in the 
garage of his home. A garden 
hose was attached from the auto’s 
exhaust pipe into the auto. The 
motor on the car had stopped and 
the gas tank was empty. 

A note to his wife said he was 
despondent over ill health which 
had cost him his job of Examining 
Phvsician with the Baltimore and 
Ohio Railroad. 

DR. HEALY, a native of Chicago, 
came to Cincinnati in 1951 as 
Chief Medical Examiner for the 
railroad. He was a graduate of 
the University of Illinois. 





Tetracycline Phosphate Complex (TETREX® ) 


NO. 2,791,609 


in the Therapy of PNEUMONIA 


Preferably, antibiotic therapy should be based on 
pretreatment culture of the offending pathogen, but 
in bacterial pneumonia the problem may well be too 
pressing to permit the required delay of 24 to 48 
hours. A differential diagnosis among bacterial pneu- 
monias, based on such clinical grounds as speed of 
onset, sepsis and pain may guide the choice of anti- 
biotic for initiation of therapy. 

Should clinical judgment dictate that antibiotic 
therapy be started immediately, at the same time a 
sputum sample or a subglottic swab can be sent to the 
laboratory for culture and sensitivity studies. If the 
response to the first antimicrobial agent proves unsat- 
isfactory, a reasonable basis for changing therapy 


will then be at hand. 


Choosing the Antibiotic 

Since therapy must be started at once for bacterial 
pneumonia, it is advisable to choose a broad-spec- 
trum antibiotic that quickly produces high levels of 
active agent (e.g., tetracycline phosphate complex, 
TETREX). Such an antibiotic probably has the best 
chance of controlling the pathogen, whether it be 
gram-negative or gram-positive. And if the labora- 
tory report shows that the invading organism is much 
less sensitive to tetracycline than to other agents, the 
patient can then be changed to an appropriate anti- 
biotic. If the difference in sensitivity is slight, then 
the possibility of side effects, sensitization, and tox- 
icity should be evaluated before changing therapy to 
another antibiotic. 

The greatest number of bacterial pneumonias are 
caused by pneumococci, which respond very well to 
penicillin, tetracycline, and chloramphenicol. Also, 
these antibiotics are usually effective against the 
other gram-positive coccal pneumonias. But peni- 
cillin is ineffective against the viral pneumonias and 
the gram-negative Hemophilus influenzae and Kleb- 
siella pneumoniae. Although K. pneumoniae causes 
only about 1 to 2 per cent of pneumonia cases on the 
average.’ these are apt to be acute and fulminating 
(Friedlander’s pneumonia), with a high mortality 
rate if not effectively treated. Since pneumococcal 
pneumonia may be difficult to distinguish clinically 
from Friedlander’s, except by gram-stained sputum 
smear, it may be wiser to start treatment with an 
agent also effective against Klebsiella. 

Penicillin, however, in addition to having a lim- 


ited spectrum, also causes many minor and seme 
serious sensitivity reactions. In a recent survey~ it 
was found that penicillin produced severe skin 
reactions. But most important was the observation 
that anaphylactic shock, with a fatality rate of about 
9 per cent, was the most frequent serious reaction. 
Such severe reactions are almost always associated 
with parenteral administration. 

Tetracycline is also clinically effective in primary 
atypical pneumonia.® 

The tetracyclines (e.g., TETREX) have the advan- 
tages of a broad range of antimicrobial activity and 
low toxicity. And in addition, the physician does not 
have to trouble himself or his patients with repeated 
blood studies when he prescribes TETREX. Minor 
reactions such as gastric upsets or mild skin rashes 
occur occasionally. The most serious side effects 
are staphylococcal and monilial overgrowth, but 
these are rare and can be adequately controlled. 

No one would deny that appropriate antibiotic 
therapy has greatly reduced morbidity and saved 
many lives of patients with bacterial pneumonia. 
Nevertheless, general supportive measures in the care 
of patients remain important even today. Especially 
in the desperately ill patient. antibiotics are not con- 
sidered as substitutes for the individual evaluation, 
clinical observation and judgment of the physician. 





Some Micro-organisms Susceptible* to 
Tetracycline (TETREX)» 


Streptococcus; Staphylococcus; Pneumococcus; Gono- 
coccus; Meningococcus; C. diphtheriae; B. anthracis; 
E. coli; Proteus; A. aerogenes; Ps. aeruginosa; K. 
pneumoniae; Shigella; Brucella; P. tularensis; H. in- 
fluenzae; T. pallidum; Rickettsiae; Viruses of psitta- 
cosis and ornithosis, lymphogranuloma inguinale, 
primary atypical pneumonia; E. histolytica; D. granu- 
lomatosis. 
a Some strains are not susceptible. 
b Table adapted from Goodman, L. S., and Gilman, A.: The 
Pharmaceutical Basis of Therapeutics. 2nd edition, New York, 
The Macmillan Co., 1956, pp. 1322-1323. 











References: 1. Wood, W. E., Jr.: In: A Textbook of Medicine. Edited by 
Cecil, R. L., and Loeb, R. F., 9th edition, Philadelphia, W. B. Saunders 
Co., 1955, p. 145. 2. Welch, H.; Lewis, C. H.; Weinstein, H. 1., and 
Boeckman, B. B.: Severe reactions to antibiotics. A nationwide survey. 
Antibiotic Med. & Clin. Ther. 4:800 (Dec.) 1957. 3. Keefer, C. S.: The 
choice of an anti-infective agent. In: Drugs of Choice, 1958-1959. Edited by 
Walter Modell, St. Louis, The C. V. Mosby Co., 1958, p. 135 


BRISTOL LABORATORIES 
Division of Bristol-Myers Company, SYRACUSE, NEW YORK 





New ORAL DECONGESTANT 


afford a new degree of symptomatic relief from 


e SINUSITIS 


e THE COMMON COLD 
e ALLERGIC DISORDERS 


Minimizes the Hazard of Drowsiness on the Job 


as compared with other preparations containing antihistamines 
eeeveeveeeeeeeeeeeeeeeeeveeeeeeeeeee eee eeee ee ee @ 


Unique 3-layer decongestant 
tablet development offers a 
combination of ingredients 
never before possible to put 
into a single tablet. 


DRIS TAN-—Faster In Therapeutic Action 


Dristan Decongestant Tablets—afford a new 
degree of relief from the symptoms of sinus- 
itis, nasal allergies, postnasal drip and the 
common cold by releasing: 


(1) A POWERFUL VASCOCONSTRICTOR 
... phenylephrine hydrochloride. This 
shrinks swollen sinus membranes and pro- 
motes proper drainage. 


(2) A UNIQUE ANTIHISTAMINE... 
phenindamine tartrate. Rarely produces 
drowsiness. Controls the edema and dis- 
charge caused by offending allergens. 








Regular Enteric Coated Tablet 3-Layer Uncoated Dristan Tablet 


ae: 
re ‘oasanene™ 
—— 


Disintegrates in 3 hours Disintegrates in 7 minutes 





(3) vitamin c. Under body stress 
such as fever and infectious diseases — 
the normal requirements double. The 
daily dose of Vitamin C in Dristan is 
more than twice the recommended daily 
allowance. 


(4) Approved apc formula... aspirin, 
phenacetin and caffeine. 








Professional Supplies on Request: 
Ask the detail man from Whitehall Laboratories 
or send request on your professional letterhead to: 


References: Annals of Allergy, Vol. 6. July-August 
1948. Study of a New Histamine Antagonist, The 
Pennsylvania Med. J., Vol. 51. Clinical Study of a 
New Antihistaminic Drug—Phenindamine. Dristan 
Clinical Study. 


WHITEHALL LABORATORIES 


22 EAST 40TH STREET, 


NEW YORK 16, N. Y. 








keeps productive workers on the job... 
despite severe industrial dermatoses’ 


Soy-DoME ... unique soapless skin 
cleanser, helped keep 74% of 134 
patients on the job during fairly severe 
eruptions of chromate, cement and 
other industrial dermatoses.’ 


Pleasant-to-use Soy-DoME cleanses 
and establishes a more satisfactory 
environment for healing . . . provides 


Professional samples on request. 


CREME pH 5.0 
SOap 
substitute 


D> 


abundant suds...helps restore and 
maintain normal skin acidity. Here is 
a welcome soap substitute in house- 
wife’s eczema, too. 


SUPPLIED in 2 oz. tubes, 1 Ib. jars. 
Contains Colloidal Soy Bean Com- 
plex* with 52% protein in the exclu- 
sive ACID MANTLE® vehicle. 

1. Stritzler, C.: Indust. Med. & Surg. 28:420, 1959. 


*U.S. Pat. No. 2,876,164 


ay DOME CHEMICALS ING. / 125 West End Ave., New York 23, N.Y. 





SYMPOSIUM REPORT: 
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ALTAFUR in antibiotic- 


resistant staphylococcal infections 


ALTAFUR proved superior to any other 
single agent against staphylococcal infec- 
tions encountered in the pediatric section of 
a general hospital. Introduced during an 
epidemic of severe staphylococcal pneu- 
monia and bronchiolitis in younger children, 
ALTAFUR was employed in treating a total 
of 59 infants or juvenile patients, most of 
whom had upper or lower respiratory tract 
involvement. Almost all had been given 
antibiotics without effect; 34 were judged 
severely or critically ill. Cures were ob- 
tained in 54 of these patients after a 3 to 
10 day course of ALTAFUR. There was only 
one failure (results were inconclusive in the 
remaining four cases). Mixed infections 
with Pneumococcus or Streptococcus sp. 


also responded readily. 


ALTAFUR was administered orally in vary- 
ing dosage: the optimal dose is believed to 
be about 22 mg./Kg. daily. 

Side effects were minimal in these patients, 
being limited to gastric intolerance in a few 
cases, usually controllable by giving the 
drug with or after meals. Laboratory studies 
performed before and after ALTAFUR treat- 
ment revealed no adverse influence on renal, 
hepatic or hematopoietic function, nor other 
signs of toxicity. 

In vitro, staphylococci isolated in this series 
proved uniformly susceptible to ALTAFUR, 
whereas many strains were resistant to a 
variety of antibotics. With ALTAFUR as with 
all nitrofurans, the lack of development of 
significant bacterial resistance is considered 


a major advantage over other antimicrobials. 


Lysaught, J. N., and Cleaver, W.: Paper presented at the Symposium on Antibacterial Therapy, Michigan 
and Wayne County Academies of General Practice, Detroit, Sept. 12, 1959 (published Nov., 1959) 





bright new star 


in the antibacterial firmament 


brand of furaltadone 


the first nitrofuran effective orally 


in systemic bacterial infections 


Antimicrobial range encompasses the majority of common 
infections seen in everyday office practice and in the hospital 
Decisive bactericidal action against staphylococci, streptococci, 
pneumococci, coliforms 

Sensitivity of staphylococci in vitro (including antibiotic- 
resistant strains) has approached 100% 

Development of significant bacterial resistance has 

not been encountered 

Low order of side effects 

Does not destroy normal intestinal flora nor encourage 
monilial overgrowth (little or no fecal excretion) 


Tablets of 50 mg. (pediatric) and 250 mg. (adult) 

Average adult dose: 250 mg. four times a day, with food or milk 
Pediatric dosage: 22-25 mg./Kg. (10-11.5 mg./lb. body weight daily 
in 4 divided doses 


CAUTION: The ingestion of alcohol in any form, medicinal 


or beverage, should be avoided during Altafur therapy. 


NITROFURANS—a unique class of antimicrobials 
EATON LABORATORIES, NORWICH, NEW YORK 
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In Topical Infections, regardless of etiology, BETADINE OINTMENT destroys all pathogens 
present. BETADINE OINTMENT, a single topical agent, is a full-range pathogenicide— 
kills bacteria, fungi, protozoa, yeasts, and viruses on contact. Yet it is nonsensitizing, 
nonirritating, and nontoxic to normal skin tissue. 


BETADINE OINTMENT = topical pathogenicide « fully effective against resistant strains 
¢ destroys gram-positive and gram-negative organisms «* kills fungi, protozoa, yeasts, 
viruses * no development of resistant strains on prolonged use » provides protective 
barrier against invading pathogens * nonsensitizing...relieves pain * color indicates 
germicidal protection ¢ applies easily... may be bandaged. 


indications: primary and secondary skin infections including pyoderma, mycotic and 
bacterial infections, eczema, furunculosis, minor burns, as well as staph. aureus and 
pseudomonas infections. 


administration: apply liberally over affected area as often as needed, bandage if desired. 


supplied: one ounce tube. 


BETADINE OINTMENT 


ONTAINS ONE-IODINE) 


TOPICAL PATHOGENICIDE ... KILLS PATHOGENS ON CONTACT 


established in 1905 SNe TAILBY-NASON COMPANY, INC., DOVER, DELAWARE 
n 
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ctirin 


Ethoheptazine Citrate (75 mg.) with Acetylsalicylic Acid (325 mg.), Wyeth 


Relief for the pain problems of grippe 
and other upper respiratory infections 


Myalgia « Arthralgia « Pleurisy « Severe headache «¢ Retro-orbital discomfort 


Consider ZACTIRIN when effective analgesia is required to cope with stubborn pain 
symptoms of upper respiratory infections. ZACTIRIN aids these patients by both easing 
pain and combating inflammation. Non-narcotic and well tolerated, ZACTIRIN gives pain 
relief equivalent to that of codeine. Supplied: Tablets, bottles of 48. 


Wyeth Laboratories, Philadelphia 1, Pa. 


A Century of Service to Medicine 





























which antibiotic has the plus? 


Today you have a variety of useful antibiotics at your command. Which one should you choose? 


Mysteclin-V — specific action plus added protection. Mysteclin-V is a combination of tetracycline phos- 
phate complex — one of the world’s most widely prescribed broad spectrum antibiotics — and Mycostatin, the 
first well-tolerated antifungal antibiotic. Together, in Mysteclin-V, these two components provide specific, 
effective antibiotic action plus added protection against fungal superinfections.'? 

When should Mysteclin-V be prescribed? Accumulated clinical experience clearly indicates that fungal super- 
infections are on the rise, particularly when broad spectrum antibiotics must be administered in high dosage 
or for extended periods, in the debilitated and diabetics, during pregnancy, and when corticosteroids are used 
concurrently. Under such conditions, more than a “broad spectrum” antibiotic is required. Mysteclin-V 


provides the answer. 
Supplied: Capsuies (250 mg./250,000 u.); Half-strength Capsules (125 mg./125,000 u.); Suspension (125 mg./125,000 u. per 5 cc.); 


Pediatric Drops (100 mg./100,000 u. per cc.). 

References: 1. Cronk, G. A.; Naumann, D. E., and Casson, K.: Antibiotics Annual 1957-1958, New York, Medical Encyclopedia, Inc., 
1958, p, 397. 2. Childs, A. J.: Brit. M. J. 1:660 (Mar. 24) 1956, 3. Newcomer, V. D.; Wright, E. T., and Sternberg, T. R.: Antibiotics 
Annual 1954-1955, New York, Medical Encyclopedia, Inc., 1955, p. 686. 
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*MYSTECLIN ®, SUMYCIN AND ‘MYC 


SQuIBB 
Squibb Quality — 
the Priceless Ingredient 


sQuiss TETRACYCLINE PHOSPHATE COMPLEX (SUMYCIN) AND NYSTATIN (MYCOSTATIN) 





Data obtained from a series Dosage: Two tablets three or four times daily. 
of 164 patients with acute Supplied: 200 mg. tablets in bottles of 50. 
Indications: Any condition involving skeletal 
muscular spasm and mm uscular the muscle spasm, as musculoskeletal disorders: 
spasm accompanying “ acute and chronic back ache, arthritides, 

ss .CNS drug bursitis, disc syndrome, fibrositis, myalgia, 


disc disease indicates“. .that myositis, Osteoarthritis, following orthopedic 


styramate (Sinaxar) with more procedures, rheumatoid arthritis. Z\ 


favorably influences the singular "Davis, 0. Fs Levine, A. J.; Beck, Cand AM 
course and severity of the activity...””* 


Horwitz, B.: Clin. Med. 6:1595-1599 (Sept.) 1959. 


ARMOUR PHARMACEUTICAL COMPANY 


: ‘CAC c - > 99 y 
illnesses studied. ~O- KANKAKEE, ILLINOIS Armour Means Protection 


“s 


= STNAXAR’ 


(2-hydroxy 2-phenylethy! carbamate) 











first in preference for relief from cough 


quiets the cough and calms the patient 


Expectorant Sedative 
Antihistaminic Topical anesthetic 


PHENERGAN’ 
EXPECTORANT 


Promethazine Expectorant, Wyeth 
with Codeine Plain (without Codeine) Philadelphia 1, Pa 


NEW NON-NARCOTIC FORMULA 
Pediatric PHENERGAN EXPECTORANT 


with Dextromethorphan, Wyeth 
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Areas of wales 
Usefulness 


ae 


IN 
AMBULATORY 


NEUROTiCs 


RES record of effectiveness — over 200 labora- 
t 


ory and clinical papers from 14 countries. Widest 


mildly antiarrhythmic; 
secretion. 


Supportive Clinical Observation 


“Since this drug does not impair psychic function... 
it is especially well suited for ambulatory neurotics 
who must work, drive a car, or operate machinery.” 
Ayd, F. J., Jr.: New York J. Med. 57:1742 (May 15) 1957. 


latitude of safety and flexibility—no serious adverse 
clinical reaction ever documented. Chemically distinct 
among tranquilizers—not a phenothiazine or a mepro- 
bamate. Added frontiers of usefulness—antihistaminic; 
does not stimulate gastric 


..and for 
additional evidence 


Garber, R. C., Jr.: J. Flor- 
ida M. A. 45:549 (Nov.) 
1958. Menger, H. C.: New 
York J. Med. 58:1684 
(May 15) 1958. 





“The consensus appears to be that this agent has a def- 
inite calming effect on nervous and agitated subjects 
with symptoms such as...premenstrual tension... .” 
Shalowitz, M.: Geriatrics 11:312 (July) 1956. 


Schuller, E.: Gaz. des 
Hépitaux 129:391 (Apr. 
10) 1957. Dolan, C. M.: 
California Med. 88:443 
(June) 1958. 





ALCOHOLISM 





Mara“... 
ment of both acute and chronic stages, inpatient and 
outpatient, because of its safety, versatility, flexibility, 
and effectiveness.’ McGettigan, D. L.: In press. 


is the tranquilizer of choice in the treat- 





Cohen, S.: Am. Pract. & 
Digest Treat. 8:946 (June) 
1957. Garber, R. C., Jr.: 
J. Florida M. A. 45:549 
(Nov.) 1958. 


Dosage: One 25 mg. tablet or one tbsp. syrup q.i.d. For emotional emergencies, 25-50 mg. (1-12 cc.) |.M., 3-4 times 
daily q. 4 h. Supplied: Tiny 10 mg., 25 mg., and 100 mg. tablets. Syrup (10 mg. per tsp.), pint bottles. Parenteral 
Solution: 25 mg./cc. in 10 cc. multiple-dose vials; 50 mg./cc. in 2 cc. ampules. Prescription only. 
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New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 
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ORALLY EFFECTIVE THERAPY 
_ OF DERMATOMYCOSES 


~ PENETRATES THE KERATIN BARRIER 
FROM THE INSIDE 

















Griseofulvin 


Since topical agents are unable to reach patho- 
genic fungi lodged deep in the keratin of the 
skin, hair or nails, a systemic therapy for super- 
ficial mycoses has been a long-sought therapeu- 
tic goal. GRIFULVIN dramatically achieves that 
goal. 

Absorbed from the gastrointestinal tract, 

GRIFULVIN is deposited in the keratin of the 

skin, hair or nails in fungistatic amounts. 

Organisms are thus held in check while the 

keratin containing viable but inactive fungi is 

gradually exfoliated and replaced by nonin- 
fected tissue. 

@ Tinea corporis usually clears in 2 to 4 
weeks; itching stops in 3 to 5 days. 

M@ Tinea pedis improves in 1 to 2 weeks; 
complete clearing may require 3 to 6 weeks. 

@ Tinea capitis improves in 2 to 3 weeks; is 
usually cured in 3 to 5 weeks. 

M Onychomycosis (tinea unguium) — finger- 
nails clear in 3 to 4 months; new normal 
growth is seen earlier; toenails require 
longer treatment. 

Mi Oral GriFuLvIN appears to have a very 


low level of toxicity. 


Literature concerning method of administra- 


tion and dosage is available upon request. 


Supplied: 250 mg. scored tablets, colored aquamarine, 
imprinted McNet, bottles of 16 and 100. 





McNEIL 


McNeil Laboratories. Ine « Philad phia 
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INDUSTRIAL PHYSICIANS* REPORT: 


Over 85% 


of workers with 


epigastric pain 





= ... rapidly and 
completely: 





relieved of symptoms’ 


Noting that gastrointestinal symptoms were the 
chief complaints of more than half the workers 
reporting for treatment to their industrial clinic, 
Barden and co-workers* undertook an evaluation 
of Donnatal in providing rapid relief and mini- 
mizing absenteeism. 


DONNATAL® EXTENTABS** GD 


are particularly useful for industrial therapy, because 
once-a-day dosage provides effective spasmolysis for a 
twelve-hour period without the inconvenience of the 
customary four-hour dosage schedule. True extended 
action spasmolytic effects are provided by the special 


construction of Extentabs. Immediately after adminis- 
tration the equivalent of one Donnatal tablet is released, 
followed by the gradual and uniform release of the 
equivalent of two more Donnatal tablets, to provide sus- 
tained effects for-10 to 12 hours. 








Based upon repeated clinical observation, case 
records, and progress reports over an eight-month 
period, the investigators conclude that Donnatal 
is “particularly effective for the relief of pain 
associated with smooth muscle spasm of the gas- 
trointestinal tract.” They observe also that: 


“More than 85% of patients with epigastric 
pain and discomfort were rapidly and com- 
pletely relieved of symptoms.” 

“..many employees were able to resume work 
within an hour.” 

“There was no evidence of undesirable side re- 
actions.” 


Each Donnatal tablet or capsule or each 5 cc. teaspoonful 
of Donnatal Elixir contains: hyoscyamine sulfate 0.1037 
mg., atropine sulfate 0.0194 mg., hyoscine hydrobromide 
0.0065 mg., phenobarbital (1% gr.) 16.2 mg.—bottles of 
100, 500, and 1000 tablets or capsules, and bottles of 1 
pint and 1 gallon of elixir. 

Donnatal No. 2 Tablets contain the same amounts of bella- 
donna alkaloids with 32.4 mg. (1% gr.) phenobarbital per 
tablet—bottles of 100 and 500 tablets. 


Donnatal Extentabs contain active ingredients equivalent 
to three regular Donnatal tablets— bottles of 100 and 500. 


*Frank W. Barden, M.D., Paul S. Hill, ® 

M.D., William F. Mahoney, M.D., and ‘ 

Kenneth J. Cuneo, M.D., in a report Go G 
from the Medical Department of the 

Saco-Lowell Shops and the Webber Me- We 
morial Hospital, Biddeford, Maine; pub- 

lished in the January, 1954 issue of the 

Journal of the Maine Medical Associa- 


tion (Vol. XXXXV, No. 1, Page 11). 


** Trade Mark TABLETS « CAPSULES « ELIXIR ° EXTENTABS* 
A. H. ROBINS COo., INC., RICHMOND 20, VIRGINIA * Ethical Pharmaceuticals of Merit since 1878 





When you prescribe francopal 

your patients with LOW BACK PAIN 

can look forward to effective relief of painful 
muscle spasm and quick return to normal activity. 


Increasing numbers of patients with low back pain and 
other musculospastic conditions, treated with Trancopal, 
have been freed of symptoms and enabled to return to 
their usual activities. 


In a recent study by Lichtman,! Trancopal brought ex- 
cellent to satisfactory muscle relaxation to 817 of 879 
patients. The patients in this group suffered from skeletal 
muscle spasm associated with low back pain (361 cases), 
stiff neck (128 cases), bursitis (177 cases) and other 
skeletal muscle disorders (213 cases). Side effects were 
rare (2 per cent), and it was not necessary to discontinue 
medication in any of the patients. Mullin and Epifano? 
found that Trancopal brought good to excellent relief to 
all of 39 patients with skeletal muscle spasm. This pattern 
is similar in every new series reported: Ganz,? DeNyse,* 
Shanaphy,’ and Stough.*® 


Trancopal for dysmenorrhea and tension— Trancopal is equally 
effective in bringing relief from menstrual cramps and 
discomfort and is very useful in treating patients in 
anxiety and tension states. 


Indications: Musculoskeletal disorders: low back pain (lumbago) / 
neck pain (torticollis) / bursitis / rheumatoid arthritis / osteo- 
arthritis / disc syndrome / fibrositis / ankle sprain and tennis 
elbow / myositis / postoperative muscle spasm. Disorders with 
psychogenic components: anxiety and tension states / dysmenor- 
rhea / premenstrual tension / asthma/angina pectoris / alcoholism. 
Dosage: Adults, 100 or 200 mg. orally three or four times daily. Relief 
of symptoms occurs in from fifteen to thirty minutes and lasts from 
four to six hours. 


Now available in two strengths: Trancopal Caplets® 
100 mg. (peach colored, scored), bottles of 100. 
NEW STRENGTH — 200 mg. ( green colored, scored), bottles of 100. 


References: 1. Lichtman, A. L.: Scientific Exhibit, meeting of the International 
College of Surgeons, Miami Beach, Fla., Jan. 4-7, 1959. 2. Mullin, W. G., and 
Epifano, Leonard: Am. Pract. & Digest Treat. 10:1743, Oct., 1959. 3. Ganz, S. E.: 
J. Indiana M. A. 52:1134, July, 1959. 4. DeNyse, D. L.: M. Times 87:1512, Nov., 
1959. 5. Shanaphy, J. F.: Current Therap. Res. 1:59, Oct., 1959. 6. Stough, A. R.: 
J. Oklahoma M. A. 52:575, Sept., 1959. 


A TRUE “TRANQUILAXANT" 


rancopal 


keeps the patient on the job. 


uithnop LABORATORIES / New York 18, New York 


Professional model used for photograph 3 Trancopal (brand of chiormezanone) and Caplets, trademarks reg. U.S. Pat. Off. 1431M 





Passes more exams 
than a Ph. D! 


This tobacco must get perfect marks on hundreds 
of tests to earn the American Tobacco label 


ENTRANCE EXAMS: Tobacco samplings are taken from farms 
and warehouses, put through exacting tests at American 
Tobacco’s Research Laboratory, even before auction time. 


Result: Fine tobacco —‘“‘Sold —American!”’ 
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CHEMICAL EXAMS: One of the many tests developed by the 
Research Laboratory is this “‘shock test’’ to measure electrical 
conductivity of tobacco. Since conductivity varies with mois- 
ture content, the test reveals tobacco moisture. 


‘irninia emg «cen 
ox "Pistinomsned 
APrrvice X ward 


Amenican Zomacco Company 
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GRADUATES WITH HONORS: One of the many honors earned 
by American Tobacco in its 55 years of making quality ciga- 
rettes is the Distinguished Service Award presented to the 
Research Laboratory by the Virginia Academy of Science. 


PHYSICAL EXAMS: At the plant, the tobacco is constantly 
sifted to make sure proper-sized strands are used. These 
“screen tests’ assure better packing and better taste. In 
addition, samples are taken for laboratory study. 


FINAL EXAMS: Not only are cigarettes weighed while being 
made and reweighed after they are packed, but random packs 
are rechecked at the laboratory for quality control—and 
are weighed once again after they have been on the market. 
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Squibb Triamcinolone Acetonide Aerosol! Spray 


superior topical ‘corticosteroid 


Atopic dermatitis, contact dermatitis, eczematous 
dermatitis, neurodermatitis, seborrheic dermatitis, insect bites, 
pruritus ani and vulvae, lichen simplex chronicus, exfoliative der- 


In convenient aerosol spray—for the treatment 
of dermatoses, particularly in out-of-reach prob- 
lem areas—a fresh approach to therapy 

w the superior anti-inflammatory effect of Kenalog 
Spray'’ provides anti-inflammatory, antiallergic, 
and antipruritic relief in acute, exudative, weeping 
lesions, even in extensive, out-of-reach problem areas. 


@ minimal local irritation and less chance of local 
contamination. 
ws metabolic studies show electrolyte disturbance 


does not occur when Kenalog is applied topically." * * 


m easy to apply, gives broad, even coverage, and 
permits observation of lesions as they heal. 


Indications: 


matitis, stasis dermatitis, nummular eczema, sunburn. 

Dosage: Apply the spray to the affected areas from a distance of 
3 to 6 inches, t.i.d. or q.i.d. A 3-second spray (delivering approxi- 
mately 0.1 mg. of triamcinolone acetonide) covers an area about 
the size of the hand. Cover the eyes when using Kenalog Spray 
on or near the face. 

Supply: Kenalog Spray in 50 and 150 Gm. containers of 3.3 mg. 
and 10 mg. triamcinolone acetonide respectively. Also available — 
Kenalog Cream (0.1%), Kenalog Ointment (0.1%) and Kenalog 
Lotion (0.1%). 


References: 1. Reports to the Squibb Institute for 
Medical Research. 2. Howell, C. M.: Squibb Clin. 
Res. Notes 1:5 (Oct.) 1958. 3. Goodman, J. J.: 
Squibb Clin. Res. Notes 1:1 (Oct.) 1958. 4. Smith, 
J. G., Jr.; Zawisza, R. J., and Blank, H.: Squibb 
Clin. Res. Notes 1:6 (Oct.) 1958. 5. Fitzpatrick, 
T. B.; Crowe, F. W., and Walker, S. A.: Squibb 
Clin. Res. Notes 1:1 (Oct.) 1958. 6. Lerner, A. B.: 

Squibb Clin. Res. Notes 1:2 (Oct.) 1958. 7. Robin- 
son, R. C. V.: Bull. School of Med., U. Maryland 
43:54 (July) 1958. 





Squibb Quality — 
the Priceless Ingredient 








*KENALOG’® Is A squiss 











_ Make faster neater bandages with 
» @ natural cotton gauze that... 
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KEEP THEM ON THE 
JOB WITH BUFFERIN® 


Fast relief of headache and 
muscle-joint pains without 


salicylate gastric irritation 


8.7% of employees to whom you give 
plain aspirin may return the same day 
with an upset stomach.* This aspirin in- 
tolerance apparently is due to the local 
action of aspirin.! 

BUFFERIN with its antacid compo- 
nents sharply reduces the incidence of 
gastric intolerance while enhancing the 
comfort of the patient. 

For fast analgesic and anti-inflamma- 
tory benefits without salicylate gastric 
irritation, dispense BUFFERIN. 


*Based on 8.7% patient intolerance to salicylate 
therapy reported by Tebrock, H. E.: Ind. Med. 
& Surg. 20:480-482, 1951. 

1. Kelly, J. J., Jr.: Am. J. Med. Sci. 232:119-128 
(Aug.) 1956. 


Bristol-Myers Company, 630 Fifth Avenue, New York 20, New York 
























































more than just vitamins A and D 




































































yabetes 
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ointment 


also provides 
unsaturated fatty acids as well as the vitamins A and D (of high grade 
Norwegian cod liver oil) —essential to skin health and integrity 


and ingredients that are emollient, lubricant, gently astringent, protective, 
and aid tissue repair (zinc oxide, talcum, petrolatum and lanolin) 


in a smooth creamy ointment so processed that one application of Desitin 
soothes, protects, and promotes healing for hours in... 


diaper rash 
wounds 
burns 
ulcers 


(decubitus, diabetic, varicose) 


intertrigo 


Samples Please write... DESITIN CHEMICAL COMPANY 
812 Branch Avenue, Providence 4, R. |. 
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NOW a truly definitive answer 
to an ever-present problem 


a BN 


menstrual cup 


You can prescribe Tassette with full assurance that 
your patient will find a safe, effective and completely 
acceptable answer to her menstrual control problem. 
Tassette, made of soft pliable rubber fits anatomically at 
the mid point of the vaginal wall and acts as a catch basin 
for the menstrual flow (see anatomical drawing). It is 
easily folded, needs no inserter, and can be simply 
emptied and replaced as needed. Tassette requires no 
measurements or fitting, and can be worn with complete 
comfort at all times. 

Tassette permits your patient to swim, dance and 
engage in any activity because it catches the flow and 
seals it off completely. Thus there is no odor or possibility 
of leakage or staining as may occur during periods of 
heavy flow when tampons are used. There is no danger 
of chafing, irritation or infection, and no belt is required, 
as with ordinary sanitary napkins. 

Tassette has many medical applications other than 
its use as a menstrual cup. During the intermenstrual 
period it provides the most satisfactory and safe method 
for collecting vaginal, cervical or uterine secretions for 
diagnostic purposes. Tassette has also been used to insure 
against leakages in vesico-vaginal fistula. 

Modern internal menstrual control is now accepted 
by the medical profession and Tassette is widely recom- 
mended by gynecologists in place of sanitary napkins and 
tampons. In order to acquaint you with Tassette this spe- 
cial offer is made: Send $3.50 (reg. price $4.95) for one 
Tassette with complete directions, postage prepaid. Tas- 
sette guarantees satisfactory use for two years or your 
money back. 











pont na 


Mail this coupon 10 Cash Please send me —________ Tassettes. Enclosed is $ 


with cash, check or 
money order to | 0 Check 
TASSETTE, inc. | , 

ee M Ord Street 
170 Atlantic Square | O “oney Order 
Stamford, Conn. j City State ae 


Name 
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Contributing to Medical Education 
Through the World's Largest Surgical Film Library 





SURGICAL 
PRODUCTS 
NEWS 





SAFER SUTURE DISPENSING TECHNIC 
NOW WIDELY USED IN THE 0. 


Standardization on Davis & Geck Individual Plastic Strip Packs Combines 
Greater Safety With Simplification of Handling, Shipping and Storage Problems 





Old style bulk storage in jars and solu- 
tions poses constant threat of cross 
contamination with “staph.” or other 
organisms, particularly the hepatitis 
virus whose susceptibility to any cold 
germicidal solution is unknown. One 
contaminated suture tube returned to 
a common storage container may con- 
taminate all the rest. In addition, jars 
are heavy, hard to open, difficult to 
store, prone to costly breakage. 


Slippery, hard-to-break suture tubes are 
awkward to handle and a time-consum- 
ing nuisance to open. Razor-sharp 
edges of broken tubes frequently nick 
sutures and adhering glass splinters 
may actually invade the operating field. 
Unused tubes must be washed, sorted 
and returned to jars. 


OLD 


Delivery of sutures, particularly surgi- 
cal gut, on tightly wound reels tends to 
kink and weaken sutures... excessive 
handling is required for unreeling and 
straightening. 








New Davis & Geck Surgilope SP® ster- 
ile suture strip packs protect each su- 
ture individually in sealed plastic dou- 
ble envelopes, completely eliminating 
the cross-infection hazard of common 
storage in jars and solutions. Compact, 
lightweight 3-dozen cartons replace 
clumsy, fragile jars... handling is 
faster and easier, breakage is eliminated 
and shipping costs are sharply reduced. 


With Surgilope SP packaging, the cir- 
culating nurse simply strips open the 
outer envelope to dispense the sterile, 
sealed inner envelope containing the 
suture. Three simple, speedy dispens- 
ing technics fit any operating room situ- 
ation. Extra sutures are quickly opened 
as needed, reducing waste and time- 
consuming resterilization. 


NEW 
—h 
New Davis & Geck loose-coil winding 


delivers a supple, kink-free suture, 
ready for instant use. 





INVITES COMPARISON 

NEW, SHARPER DISPOSABLE 
NEEDLE PROVIDES ADDED 
SAFETY IN ALL-PLASTIC, 
WET-PROOF PACK 


The point of the Vim® Sterile Disposa- 
ble Needle is the result of extensive 
research in point design. Penetration 
tests prove that its 12° top bevel and 
longer side pointing provide easier tis- 
sue entry than the usual more rounded 
point design. Equally important, this 
extra sharpness has been achieved with- 
out beveling into the lumen, ensuring a 
stronger point. Unlike weaker lancet- 
type points, the Vim point will not “fish 
hook” in penetrating the vial stopper 
before ever reaching the patient. 


The transparent Vim all-plastic wet- 
proof pack is a truly closed aseptic 
system, assuring maximum protection 
against cross-infection. There is no 
spot-sealed cap to “breathe in” airborne 
contaminants when subjected to chang- 
ing temperatures ...no paper backing 
easily penetrated by moisture. 

The unique Vim plastic hub is square 
for easier handling, and fused — not 
glued — to the stainless steel cannula. 
The needles are ultrasonically cleaned 
(leave no tattoo marks), and fit any 
standard Luer syringe. 

The Vim Disposable Needle is ap- 
proved for purchase under the rigid 
new United States Armed Forces and 
Veterans Administration specifications 
for sharpness and package safety. Test 
it yourself against any other disposable 
in the field, before placing your next 
order. 


Se 
CYANANM ID 
ee 


AMERICAN CYANAMID COMPANY 
SURGICAL PRODUCTS DIVISION 


30 ROCKEFELLER PLAZA 
NEW YORK, N. Y. 


SALES OFFICE: DANBURY, CONNECTICUT 
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sa 
lightning 
snatcher 


needn’t be grounded for long, 
mice you prescribe 


PARAFON 


(PARAFLEX® + TYLENOL®) 


for muscle relaxation plus analgesia 
Prescribe PARAFON in low back pain—sprains—strains— 
rheumatic pains 

Each PARAFON tablet contains: 

PARAFLEX® Chlorzoxazone* 125 mg. 
The low-dosage skeletal muscle relaxant 

FyYEenoc® Acttaminoplien:... - vice .cccececaca 300 mg. 
The superior analgesic in musculoskeletal pain 
Dosage: Two tablets t.i.d. or q.i.d. 

Supplied: Tablets, scored, pink, bottles of 50. 


and in arthritis 


PARAFON 


with Prednisolone 

Each PARAFON WITH PREDNISOLONE tablet contains: PARAFLEX® 
Chlorzoxazone* 125 mg., TyYLENOL® Acetaminophen 300 mg., 
and prednisolone 1.0 mg. 

Dosage: One or two tablets t.i.d. or q.i.d. 

Supplied: Tablets, scored, buff colored, bottles of 36. 
Precautions: The precautions and contraindications that apply 
to all steroids should be kept in mind when prescribing 
PARAFON WITH PREDNISOLONE. 


*electrical lineman TU.S. Patent Pending 


McNeil Laboratories, Inc « Philadelphia 32, Pa. as7ass 





Robitussin helps remove the cause of cough’ 





Glyceryl guaiacolate (Robitussin) exerts ‘‘the most 
intense and prolonged’’? expectorant action ‘‘of 
practically all drugs presently used clinically as 
expectorants.’’* It increases the secretion of Re- 
spiratory Tract Fluid almost 200 per cent.2 


Increased R.T.F. helps liquefy sputum,24 making 
it less viscid and easier to raise? and enabling the 
upward-beating tracheal and bronchial cilia to be- 
come more efficient.2-5 


And increased R.T.F. provides a demulcent effect 
that helps soothe dry, irritated membranes lining 
the respiratory passages." 3.6 


Through these ‘‘significantly superior’’? expecto- 
rant effects, Robitussin increases the probability 
that a cough will achieve its natural purpose—that 
is, to remove irritants such as exudates or mucus 
from the respiratory tract.!.45 


Robitussin’ 


glyceryl guaiacolate, 100 mg., in each 5 cc. tea- 
spoonful 


Robitussin A-C 


glyceryl guaiacolate, 100 mg.; prophenpyridamine 
maleate, 7.5 mg.; and codeine phosphate, 10 mg.; 
in each 5 cc. teaspoonful 

Exempt narcotic 


references: 1. Blanchard, K., and Ford, R. A., Journal- 
Lancet, 74:433, 1954. 2. Cass, L. J., and Frederik, W. S., Am. Pract. 
Dig. Treat., 2:844, 1951. 3. Hayes, E. W., and Jacobs, L. S., Dis. 
Chest, 30:441, 1956. 4. Blanchard, K., and Ford, R. A., Clin. Med., 
3:961, 1956. 5. Blanchard, K., and Ford, R. A., Rocky Mt. M. J., 
Vol. 52, No. 3, 1955. 6. Boyd, E. M., et al., Can. M. Assoc. J., 54:216, 
1946. 
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To lick & 
a stubborn 
industrial 
problem... 


AQUA IVY AP 
TABLETS 


for 
desensitization 


POISON IVY and 
POISON OAK 


For outdoor workers one of the most annoying problems is the danger 
of poison ivy and poison oak. For employers the problem means absenteeism 


for treatment...or prophylactic injections. 


Now, however, by oral prophylaxis with AQUA IVY TABLETS poison ivy and poison oak 
among industrial workers can be a thing of the past. And here’s why: 


Extensive clinical tests show that 
AQUA IVY TABLETS: 


.. ARE EFFECTIVE —good to excellent 
results in 95% of cases tested.’ 


...GIVE LASTING IMMUNITY —patch tests 
show immunity continues up to 


12 months.’ 


..ARE SAFE—no0 sensitization, flare-up 
of existing lesions or gastro-intestinal 


irritation. Proved suitable for children.’ 


Protection established before outdoor work 
begins 

Because immunization procedures require a build-up 
period, AQUA IVY TABLETS are taken in advance of 

the season to be sure of protection when needed. 
Many experience benefits after 100 tablets sufficient to 
provide summer-long immunity. This requires 

about 8 weeks of tablet taking as directed. 

Others will require the dosage up to 200 tablets. 


To assure your workers of protection against 
poison ivy and poison oak this season—put them on 
AQUA IVY TABLETS now! You'll see a big difference 
in absenteeism and in general outdoor working 
efficiency once the fear, pain and inconvenience of 
poison ivy or poison oak dermatitis is removed. 


AVAILABLE: bottles of 1,000, 300 and 100 tablets, supplied through usual drug channels. 


REFERENCES: 
1. Langs, R. J. and Strauss, M. 
J. Allergy. “9 130-139 (March- Aoi, 1959. 


2. Langs, R ve ene 6. M., 
rauss, M. | *e us. Med., D8: 7 257-261 
ene 1959, 


3. Kligman, A M.: J.A.M.A., 171: 592, 
(Oct. 3) 1959 


4. Personal eeuteiiien. 


For free illustrated booklet “Facts You 
Should Know About Poison Ivy and 
Poison Oak” write Dept. IM 


SYNTEX CHEMICAL COMPANY, INC. 
10 East 40th Street, New York 16, N. Y. 
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= back to work 


ameuail —after infection 


V-CILLIN K produces high levels of antibacterial activity 


Infections resolve rapidly with V-Cillin K. All patients absorb this oral 
penicillin and show therapeutic blood levels with recommended doses. The 
high levels of antibacterial activity achieved by V-Cillin K offer greater assur- 
ance of bactericidal concentration in the tissues—a more dependable response. 


Dosage: 125 or 250 mg. three times daily. Supplied as scored tablets of 125 
and 250 mg. (200,000 and 400,000 units). 


also available 
V-Cillin K, Pediatric: A taste treat for young patients. In bottles of 40 and 
80 cc. Each 5-cc. teaspoonful provides 125 mg. of V-Cillin K. 


V-Cillin K® (penicillin V potassium, Lilly) 


ELI LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 


)33215 








Labor Relations Aspects 


of Industrial Medicine 


Cornell University Off Campus Conference 


ndustrial medical programs, dating from the 

early twentieth century, have expanded with 

an ever-increasing effect on labor-manage- 

ment relations. Yet little, if anything, had 
ever been done to establish a base from which 
the industrial physician, the management offi- 
cial and the union representative could explore 
and develop mutual understanding. Attempts 
had been made to discuss labor-management 
problems, but too often one of the three inter- 
ested parties was not present. Actual discussions 
in the past between management and the medi- 
cal profession clearly demonstrated the need for 
serious consideration of the problem if enlight- 
ened medical programs were to become a part 
of American industry. 

Leaders from labor unions, industrial medical 
programs and _ industrial relations convened 
October 21-23, 1959, at Saratoga Springs, New 
York, where they joined efforts through the 
medium of a structured, seminar-type program 
to discuss and evaluate present industrial medi- 
cal programs. The conference was sponsored by 
New York State School of Industrial and Labor 
Relations, State University of New York, located 
at Cornell University. Interjected throughout 
the topics and discussions were problems that 
have grown over the years: role of the indus- 
trial medical department, confidential nature and 
status of the industrial doctor, advisability of 
the doctor testifying in a medical arbitration 
hearing, etc. e 

An ever-increasing concern of unions for 
“working conditions” in collective bargaining 
sessions has resulted in medical benefits for 
the workers that were thought untenable to 
management’s position. Therefore, it was not 
surprising that one of the most difficult hurdles 
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to overcome was that of definition. Though 
cognizant of its importance, those in attendance 
moved into the more specific problems while 
leaving the definition of industrial medicine for 
further study. 

Worthy of notation was the recognition of 
industrial medicine by a few medical schools 
that now provide both undergraduate and gradu- 
ate courses. Other schools have increased the 
time devoted to the problems encountered by 
the part-time industrial physician. A lack of 
literature on the subject is quickly discovered 
by the physician who is motivated enough to 
seek out information in order that he may do 
a better medical job. 

Through, and as a result of, this conference 
it is hoped that others will gain a better insight 
into the problems encountered by the practicing 
industrial physician. Of particular importance 
is the plight of the small business that cannot 
afford the medical services so common to large 
industry. 

Evident throughout the conference was a 
willingness by all to discuss the questions 
frankly, but with the realization that each of 
the three groups represented must face up to 
the problem internally, and educate its own 
body before a truly sound industrial medical 
program can be universally effective in American 
industry. 

Complete conference notes, with the valuable 
discussion material, will be available from the 
New York State School of Industrial and Labor 
Relations, Cornell University, in the early spring. 
Edited by William A. Toomey, Jr., conference 
chairman, this volume will provide a frank ap- 
proach to the labor relations aspects of indus- 
trial medicine. —WwWILLIAM A. TOOMEY, JR. 
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What 
Is 


Industrial Medicine? 


e LEO J. WADE, M.D. 
Medical Director 
ESSO Standard Oil Company 


During the past 50 years, the efforts of physicians, hygienists and 
safety engineers to prevent injury in industry is reflected in the 
dramatic increase in the industrial worker’s life expectancy and the 
fact that this author may now assert that any job required by industry 
can be done without harm or injury if it is done correctly. 


do not like the term “industrial medicine’’; 
I it is too confining. We are more properly 
concerned with the health of people who work, 
whether in industry, department stores, uni- 
versities, theatres, farms, or filling-stations. I 
prefer the term “occupational medicine” and I 
shall proceed as if “industrial” and “occupa- 
tional” medicine were synonymous. 

The possible relationships between occupation 
and health or disease have been recognized for 
centuries. The first book devoted to the subject, 
however, was that of the Italian Professor, 
tamazzini, dated 1713. Not until the Industrial 
Revolution, first in England, and later in the 
United States, were many of the problems 
brought acutely to the attention of both medical 
and lay persons. The responsibility of the em- 
ployer in this area was not clearly defined prior 
to the advent of workmen’s compensation laws 
early in the twentieth century. The attendant eco- 
nomic pressures caused many managers, especial- 
ly those in large plants, to establish in-plant 
medical services. 

Injuries were by far the most common and 
most costly medical problems encountered. A 
part-time surgeon, or at least one “on call,” and 
a nurse were usually retained. Thus dispensary 
or clinic services were historically the basic 


component of an industrial medical program. 

Economic, humanitarian and moral considera- 
tions led most managements, with the aid of 
physicians, hygienists and safety engineers, to 
seek ways of preventing injury on the job. The 
success of these efforts is reflected in the strik- 
ing increase, during the last 50 years, in the 
industrial worker’s average life expectancy. It 
is now comparable to that of the general popula- 
tion, largely as a result of preventing trauma. 
Nonoccupational injury in the home, on the 
highway, etc. has become relatively a far greater 
hazard than injury on the job. Except for 
occasional dramatic revelations, industrial fac- 
tors leading to chronic medical disabilities were 
not recognized until relatively recently. These, 
too, are outnumbered 100 to one by chronic, non- 
occupational disease. 

One may say with certainty today that any 
job required by industry can be done without 
harm or injury to the worker if it is done cor- 
rectly. This conclusion is corroborated by the 
observations of many effective industrial medi- 
cal departments. Disability secondary to occupa- 
tion accounts for fewer than 5%, and in some 
instances 1%, of all disability cases. Careful 
study of disability secondary to occupation in 
such plants often reveals errors in judgment or 
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performance of the injured workman himself 
or of one or more of his fellow workers, or 
human errors in the design or manufacture of 
equipment. The frequent accumulation of mil- 
lions of man-hours in industrial plants without 
a single disabling occupational illness or injury 
gives credence to the belief that occupational 
disability can be all but eliminated. Perhaps it 
may seem that I labor these facts, but I wish to 
emphasize that the great achievements of in- 
dustrial medicine are in the realm of environ- 
mental hygiene and the prevention of occupa- 
tional disability rather than in the area of 
treatment of the disabled employee. 


Growth of In-Plant Medical Services 


Along with this decrease in the frequency of 
occupational injury and disease has come an 
increase in the number of physicians employed 
by industry. The membership of the Industrial 
Medical Association has grown from 350 mem- 
bers some 25 years ago to more than 4,000 today. 
These figures do not reveal the true growth of 
the field, however, in that they fail to take into 
account the increased number of physicians de- 
voting their full time to this specialty. Yet, 
there is an increasing awareness on the part of 
both management and employees that more in- 
dustrial medical services are needed. 

The growth of industry accounts for some of 
the increased number of plant doctors. And, 
although the relative frequency of occupational 
disease has been decreased, such disease has 
not been eliminated. Even the remote possibility 
of occasional disaster in historically hazardous 
industries causes some managers to maintain a 
readily available medical staff. Chiefly, however, 
the increased number of physicians in industry 
is the product of new concepts of the possible 
roles of medical services in industry. 

Some of these new concepts are legitimate and 
reflect a growing awareness on the part of man- 
agement of the great importance of employee 
health and welfare. Other new concepts are 
definitely not legitimate since they are obviously 
an invasion of the medical care field. Aside from 
objections on the part of the private practitioner 
of medicine, medical care programs in industry 
tend to crowd out, replace and prevent the de- 
velopment of essential occupational medical ser- 
vices. This is a backward step and is not in the 
interest of employee health and safety on the 
job. I make a plea at this point to avoid confus- 
ing occupational or industrial medicine with 
other varieties of medicine. The mere fact that 
a medical program is carried on within the con- 
fines of a plant does not assure that it is truly 
an “industrial” or “occupation” medical ser- 
vice. 
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Industrial Medical Services Defined 


Now that I have told you some of the things 
industrial medicine “isn’t,” it is essential that I 
tell you what it “is.” If an in-plant medical ser- 
vice is to be dignified by the label “‘occupational” 
medical program, it must consist of three activi- 
ties or groups of activities: (1) the working 
environment must be under constant scrutiny 
for potential health hazards, (2) the worker 
must have assurance by medical examination 
from time to time that his health status is 
compatible with his own and his fellow workers’ 
continued health and safety on the job, and (3) 
the working population must be provided with 
emergency medical services commensurate with 
the potential risk to occupational injury or illness. 

I would like to discuss each of these three fac- 
tors briefly. Occupational medicine cannot be 
practiced in an office. Familiarity with the actual 
place and conditions of work is essential. Hence 
the physician specializing in industrial medicine 
has given more and more of his time to the 
study of the working environment and less and 
less to the treatment of disabled workers. Pre- 
vention of illness or injury by environmental con- 
trol is the hallmark of an effective occupational 
medical service. The working environment ob- 
viously varies in nature and complexity from 
one industry to another and from one job to 
another. To his concern for hard hats and safety 
glasses, however, the physician in industry has 
added innumerable problems of chemistry, toxi- 
cology, physics and interpersonal relationships: 
new synthetic materials, x-rays, isotopes, noise, 
heat, light, bacteria, odors, anxieties, etc. are 
examples. 

Within recent years increasing numbers of 
industrial hygienists have joined the physician 
in this important activity. The hygienist has 
brought technological abilities and training to 
bear upon situations which require engineering, 
as well as health, skills. There has been a 
tendency, unfortunately, for the doctor to abdi- 
sate and to relegate this important function to 
the hygiene and safety engineer. This I believe 
to be a grave mistake. 

“Working environment” is usually envisioned 
in terms of fumes, dusts, gases, mists, solvents, 
noise, radioactivity, radiant heat and _ other 
physical-chemical agents. The working environ- 
ment also includes people — those with buoyant 
health, the partially disabled, people with per- 
sonal and social problems or with inadequacies 
of mentality or emotional adjustment. These 
workers as individuals can contribute to a safe 
and healthful working environment, or they 
may present a hazard to themselves and to 
their co-workers. Thus, the employee with tuber- 
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culosis or the crane operator with epilepsy can 
do irreparable harm to his fellow workers. Even 
a chronic though innocent clash of personalities 
may be disrupting to the production goal. A 
sound and comprehensive approach to the work- 
ing environment involves not only the use of 
accepted engineering and public health prac- 
tices but also practice of good clinical medicine. 

Clinical means of providing a safe and health- 
ful working environment include a medical ex- 
amination program. The basic objectives of such 
a program should be: (1) elimination of health 
hazards introduced by virtue of medical defects 
in the individual employee, (2) early detection 
of any evidences of heaith impairment arising 
from possible inadequacies in the engineering 
control of environmental health hazards, (3) in- 
struction and guidance of individual workers 
reporting for examination on proper safeguards 
to their health so far as occupation is concerned, 
and (4) use of medical information obtained to 
prevent or control nonoccupational disease. 

It is customary to examine the worker: (1) 
prior to employment or placement, (2) upon 
return to the job after absences due to illness 
or injury, (3) at appropriate intervals during 
the course of employment, (4) prior to retire- 
ment or other termination of employment. 

Definite contributions to a safe and healthful 
working environment may also be made through 
careful attention to dispensary and therapeutic 
activities. 

The dispensary services provided by industrial 
medical departments are an invaluable tool in 
the early recognition of defects in the environ- 
mental control program. It is inevitable that 
dispensary service cares for countless minor 
nonoccupational ailments, few of which would 
find their way to the private practitioner’s office. 
Uncared for, these ailments may be costly in 
terms of over-all employee productivity. 

The alert physician or nurse in the dispensary 
may identify sources of illness beyond the con- 
trol of individual workers. The epidemic nature 
of some complaints may reveal more than the 
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Older worker employment is up, reports the New 
York State Commission Against Discrimination. 
Approximately 30% of the workers placed by the 


specific nature of the illness. Thus, 10 cases of 
conjunctivitis or of “nervous indigestion” all 
coming from a given unit in a plant mean some- 
thing different to a plant physician than these 
same 10 cases would mean to five or 10 individual 
practitioners in the community. In such cases 
the plant physician has a reasonable chance of 
correcting the basic cause of the epidemic, while 
the physician outside the plant can only treat 
the symptoms. 

In summary I wish to re-emphasize that the 
content, rather than the physical location of a 
medical program, is the basis for characterizing 
it as an “industrial”? or “occupational” medical 
service. True industrial medical services are 
oriented along the lines of preventive medi- 
cine but do not encompass the entire field of 
preventive medicine. Emphasis must be on the 
working environment and its possible relation to 
the health or disability of the working popula- 
tion. Diagnostic and therapeutic services may 
be valuable adjuncts to this basic activity but 
infinite care must be exercised to keep these job- 
oriented. There is constant danger that such 
job orientation may be lost, in which case the 
basic role of an occupational medical service is 
also likely to be lost. 

To further emphasize my effort to define and 
circumscribe the field of “industrial” or ‘“‘occupa- 
tional” medicine, I call your attention to my 
deliberate failure to discuss medical care pro- 
grams in industry. I am well aware that such 
programs exist. I submit, however, that these 
programs do not and cannot take the place of 
an “occupational” medical service. On the con- 
trary, medical care programs tend to demand 
more and more of the doctor’s time for the treat- 
ment of disabled workers so that the basic in- 
dustrial medical services are ultimately crowded 
out. If medical care programs are introduced 
into an industrial situation, they should probably 
be located in a different place from the indus- 
trial medical program, have their own budget, 
and be provided with their own staff, distinct 
and separate from the occupational medical staff. 


Barrier 


State Employment Service in 1959 were over 465. 
This compares with 29% in 1958, and 21% in 1953. 
—Industrial Relations News, Sept. 5, 1959. 
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The Viewpoint of Management 


The Role of the 


Industrial Medical Department 


e THOMAS F. NOLAN 
Industrial Relations Director 
Niagara Machine & Tool Works 
Buffalo, New York 


As management’s representative on this panel, the author emphasizes 

the medical department’s need to establish a good working relation- 

ship with other department supervisors, management and the rank 
and file employees. 


he background of the growth of the medical 

department relates to the enactment of 
Workmen’s Compensation laws in the early 
1900’s. Prior to that time, companies provided 
little or no medical care for their employees. 
Medical programs, at the outset, were primarily 
designed to reduce compensation costs by pro- 
viding prompt medical care to employees for 
occupational injuries and diseases. This was 
particularly true in the more hazardous indus- 
tries. Once the occupational disability program 
was established, medical care was extended in 
many companies to minor nonoccupational ail- 
ments that occurred during the working hours. 

During the past 30 to 40 years, the scope of 
the industrial medical department has_ been 
broadened to include many additional services. 
Moreover, all types of industrial firms have medi- 
cal departments, rather than just those with 
hazardous occupations. 

Today, the concern for the individual worker 
has caused many companies to assume a new 
approach, one extending beyond the prevention 
of job-connected accidents and diseases. 

Health maintenance, or the prevention of ill- 
ness in general, has been incorporated into the 
objectives of many medical programs. For ex- 
ample, a great number of companies have added 
preplacement and periodic examinations of em- 
ployees to the functions of their medical depart- 
ments. 
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In spite of the changes that have taken place 
in the last 30 to 40 years, it appears that the 
transformation in company health services dur- 
ing recent years has not yet ended. There are 
economic and other reasons behind this continued 
growth of medical and health programs. 

For example, the number of disabled and old 
people in the population is increasing. This situa- 
tion can bring problems to the employer, such 
as absenteeism owing to chronic ailments, high 
insurance costs of medical benefit policies, and 
correct job placement of older and physically im- 
paired people. All these problems require the 
help of persons trained in medicine. 

Company competition for efficient workers has 
impressed upon managements the importance of 
safeguarding the health of their employees in 
whom they have invested time and money. 

There is a national consciousness of the large 
number of emotionally disturbed persons in the 
population. Since many of them are on company 
payrolls, counseling and aid from a company’s 
medical staff may help to solve their emotional 
difficulties. 

Industrial advance and an atomic age bring to 
the job new work materials and processes that 
may affect the health of the workers. 

Many companies have adopted health insurance 
plans as a fringe benefit for employees. They 
reason that if they are to pay people who are 
absent because of illness, why not pay for a 


57 





program to keep people from becoming ill? 

Many companies that have had medical and 
health programs over a period of years can 
testify to the benefits of these programs. Such 
testimony is an important influence in determin- 
ing other companies’ decisions to initiate health 
plans. 

Since World War II, many companies have 
adopted periodic physical examination plans for 
executives. In some cases, these programs have 
resulted in startling discoveries of unsuspected 
physical disabilities in executives. This has led 
many companies to offer periodic examinations 
to all employees. 

Unions have pressed managements to include 
benefit insurance provisions covering the medical 
needs of workers in collective bargaining agree- 
ments. This situation is causing some manage- 
ments to decide that it is smarter to have pre- 
ventive health services that detect trouble in 
its early stages than to pay the heavy insurance 
costs that result from extensive medical care 


later on. 

A company’s objectives in establishing an em- 
ployee medical and health policy are influenced 
by its size and type of operations, by the amount 
of money that can be invested in a medical ser- 
vice, and by management’s philosophy about what 
an employees’ health program should include and 


what the program can include without the com- 
pany practicing medicine. 

However, if a company does not put its objec- 
tives into writing, it may find itself with a 
program that is either far more limited or far 
broader than was intended when the medical 
service was established. 

In the absence of a written statement of policy, 
the company doctor lacks the authority to estab- 
lish a program. A policy statement, on the other 
hand, reflects the attitude of a company’s top 
management with regard to employee health and 
provides an effective framework for the doctor 
in designing and organizing a health program to 
merit the objectives of top management. 

As I pointed out, leading factors in determin- 
ing the scope of activity of a medical department 
are a company’s size and type of business. 

For example, a firm whose operations require 
employees to work under hazardous conditions 
and noisy surroundings is more in need of an 
industrial hygiene program and periodic auditory 
examinations of employees than is the firm whose 
operations are conducted entirely across the desk. 

One factor that finally determines the extent 
of medical operations in many companies is the 
differing philosophy of doctors, and often of 
company managements, what a company health 
program can include and still be administered 
under the idea of preventive medicine. 
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In other words, how extensive can employee 
medical services become without the company’s 
engaging in the practice of medicine? Some doc- 
tors and managements believe, for example, that 
to give influenza and Salk vaccine innoculations 
to employees is to step outside the ethical limits 
of company medical programs. Others consider 
this service to be part of the preventive medical 
approach to keep employees well and on the job 
and, therefore, well within the jurisdiction of 
company medical personnel. 

Despite differences in the approach to a health 
program, companies with constructive medical 
services are basically following the plan of an 
occupational health program as defined by the 
American Medica! Association’s Council on In- 
dustrial Health, which states, “A program pro- 
vided by management to deal constructively with 
the health requirements of employees and em- 
ployers in relationship to employment.” 

The Council believes that a company health 
plan should be set up so that it observes the basic 
principle of service to the individual by a physi- 
cian and conforms to medical customs in the 
community; complies with existing laws; empha- 
sizes prevention and health maintenance; and 
utilizes community medical resources when ade- 
quate, or when they can be developed reasonably. 

Within the limits defined by the AMA, a 
comprehensive program should include health 
maintenance activities, such as an environmental 
health program concerned with hazards generated 
by solids, dusts, gases, vapors, extremes of pres- 
sure and temperature, excessive noise, and ex- 
cessive vibration. 

A comprehensive program should also encom- 
pass preventive activities such as preplacement 
examinations and scientific job placement, as 
well as periodic health examinations followed by 
referrals of employees to their family physicians. 

Accident prevention through efficient safety 
programs is so closely linked to good health that 
safety should be a part of the industrial health 
department. 

One of the most important activities of a com- 
prehensive medical program is the preplacement 
or pre-employment physical examination. 

Companies give preplacement physical ex- 
aminations to prospective employees to determine 
whether they are physically capable of perform- 
ing jobs for which they are being considered. 
Such examinations are important safeguards, 
both for the worker and the employer. If the 
company is not aware of the person’s physical 
limitations, the person might be placed on a 
job where he would not only be a menace to other 
workers and a compensation liability to the 
company, but would also be risking his own 
safety. A majority of companies require pre- 
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placement examinations of all prospective em- 
ployees. 

There is a growing awareness among manage- 
ments of the importance of including executives, 
along with other personnel, in preplacement ex- 
aminations. It is felt that the investment in an 
executive tends to be much greater than in other 
employees; therefore it is as important to know 
his physical stamina as it is to know the physical 
‘apabilities of the manual worker. 

Other than the preplacement examination, the 
most common physical examination practice is 
the periodic checkup. The purposes of such a 
checkup, of course, are to detect physical abnor- 
malities in their early stages, to check on the 
state of chronic ailments and diseases already 
diagnosed, and to maintain a close watch on the 
physical condition of persons whose work may 
entail health hazards. 

Periodic examinations are a _ good health 
maintenance measure. Through the discovery 
and treatment of disease in its early stages, the 
individual is able to live a useful working life 
for a longer period. 

Also, health and medical insurance costs, as 
well as time lost from the job, are apt to be less 
for early treatment of a disability than for later 
‘are when the disability has reached a more 
advanced stage. 

It is as important to give physical examina- 
tions to workers after periods of layoff as it is 
to give preplacement examinations. Physical 
changes may take place in the individual over a 
period of months, or even weeks. A worker may 
have suffered an accidental injury during layoff, 
which could have a bearing on a possible future 
compensation claim. There is also a possibility 
that job demands may have changed, and the 
company may find it advisable to re-examine a 
person to judge his physical capabilities for a 
redesigned job. 

In recent years, industry has become increas- 
ingly conscious of compensation risks entailed 
in excessive noise. As a result, many companies 
have instituted hearing protection programs, 
which include efforts to reduce noise in the 
plant; auditory tests as part of the preplacement 
physical examination and during employment to 
determine how much hearing loss is the result 
of work surroundings and how much is due to 
his own physical deterioration. 

Mental hygiene has become an increasingly 
important part of industrial health programs. 
Recognition that mental anxiety not only affects 
health but also may cause serious mental illness 
is responsible for the inclusion of mental hygiene 
as part of many company health services. The 
programs are designed to help the individual 
lead a better adjusted life. This includes counsel- 
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ling employees on how to care for themselves — 
how to eat, rest, relax, avoid accidents, get along 
with associates, how to live with or remedy physi- 
-al impairments. 

Other important activities of a comprehensive 
medical program include visual programs, first 
aid courses, and industrial hygiene and safety. 

A company medical department is _ usually 
located on company premises and is staffed by 
one or more nurses and by one or more doctors. 
The doctor or doctors may be employed full-time 
or part-time, or they may serve only on a call 
basis. 

The kind and amount of service provided by 
medical departments, as I previously pointed 
out, varies widely from company to company. 

A large company’s medical staff may be sup- 
plemented by one or more specialists. There may 
be an industrial hygienist, a medical technician, 
a psychiatrist or psychologist, a dentist, and 
even a podiatrist. In addition, many companies 
have panels of consulting physicians. In small 
and medium-size companies that want a more 
comprehensive program than their own resources 
can provide, a new type of plan is growing. 
This is a cooperative arrangement with neighbor- 
ing companies to share some of the expenses of 
a health service. 

The cooperative plan has variations. One 
arrangement is the employment of a doctor on a 
full-time salary basis by a group of companies 
in a community. The doctor divides his time 
among the participating companies and super- 
vises the medical service of each company. A 
cooperative plan may also be one in which com- 
panies share a clinic. Usually, companies shar- 
ing a clinic provide a first-aid attendant or 
nurse on the company premises. 

To have an effective medical program, whether 
it is conducted on company premises or in a clinic, 
it is important that both the doctor and nurse 
have had specialized training in occupational 
medicine. 

However, the effectiveness of a company’s 
medical personnel is not limited to the profes- 
sional skill and training of the doctor or the 
nurse. Factors such as a good attitude, under- 
standing of human relationships, and administra- 
tive ability, likewise are important. The doctor 
and the nurse may be top professional people, 
but unless they can establish good working re- 
lationships with each other, with other depart- 
ment supervisors, with management, and finally, 
but perhaps most important of all, with the rank- 
and-file employee, they may fail to develop a 
successful company program. 

Just as doctors complain that some company 
executives assume too much professsional respon- 
sibility in the management of their company 
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medical departments, so, too, do companies com- 
plain that some doctors are so immersed in their 
own areas of specialization that they fail to 
regard the company as an entity in which all 
units must mesh. 

Understanding and an effort to cooperate with 
other department heads are important if the 
doctor and nurse are to attain and keep the 
good will of associates. Reluctance of supervisors 
to release employees to visit the medical depart- 
ment has been overcome, some companies say, 
by the medical personnel’s determined efforts to 
be friendly with supervisors and to educate them 
on the aims and benefits of a health maintenance 
program. 

But a good working relationship with super- 
visors is only part of the doctor’s job. He also 
must get the cooperation, respect and confidence 


of the rank-and-file employee. To achieve this, 
the physician requires more than proficiency in 
his work. Needed also is adherence to the ethical 
principles of the medical profession, particularly 
that relating to confidential treatment of an in- 
dividual’s medical condition. 

Since the physician’s job is concerned with 
the well-being of every individual in the com- 
pany, it is commonly agreed that his role, as 
well as that of the nurse, should be a neutral one. 
If the doctor and nurse are to retain the con- 
fidence and cooperation of both employees and 
management they cannot afford to display a 
bias for any individual or group. 

Finally, the company’s medical program must 
have the full support of top management if the 
doctor is to succeed in carrying out the func- 
tion of the program. 


Never Twice in the Same Place 


Robert C. Hendrix, M.D., Associate Professor of 
Pathology at the University of Michigan Medical 
School, summarized present knowledge of the 
physiological effects of lightning striking a human 
being. 

“The effects of lightning fall into four major 
categories: mechanical damage, such as hemorrhage 
or rupture of internal organs, chiefly the intestines; 
heat or burn damage from the flash; secondary 
burn damage from clothing, and electric shock. 

“This last is the most difficult to predict or pin 
down. Electric shock disrupts the nervous system 
in various ways. It can also—and this is more 
common—disturb the function of the heart. This 
results in what is commonly called a heart attack.” 

When the heart stops momentarily, Hendrix 
pointed out, the loss of circulation quickly affects 
the brain. If the stoppage is not too long, recovery 
is possible but it may take weeks or months, and 
it is almost entirely in the hands of nature. 

According to modern mind theory, a person’s seat 
of consciousness is believed to lie in the deeper 
part of his brain. Professor Basu K. Bagchi of the 
University’s Neuropsychiatric Institute, has studied 
lightning-shock victims’ brain waves through elec- 
troencephalography and found “diffused functional 
and nonspeceific changes in which both the upper 


and lower parts of the brain seem to be affected.” 

If the victim is not killed instantly by lightning, 
he generally recovers in a fairly short time, al- 
though for months he may have some lingering 
disturbance such as deafness, impaired vision or a 
persistent tingling sensation. 

Your over-all chances of being killed by lightning 
are far less than the danger of man-made electricity 
in your home or on the job. A recent one-year sur- 
vey showed that 181 persons throughout the nation 
were killed by lightning. This is approximately one 
for each one million population. Meanwhile, seven 
per milion were killed by man-made electricity in 
homes, streets and factories. 

Lightning does not seem to tear and shatter human 
beings, the way it does a tree. In rare instances, 
people who have been struck by a bolt have suffered 
no marks at all, but generally there is a mark 
where the charge entered the body and another 
mark where it left. The entering mark is a medical 
curiosity because it seldom turns red like an ordin- 
ary burn. The skin tissue is simply burned away 
by the intense flash, leaving a small dark slit in 
the flesh. Lightning has more drastic effect on wear- 
ing apparel than on the body. It can be attracted 
to anything metallic and during its brief flash has 
been known to melt a belt buckle. 
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The Viewpoint of Labor 
The Role of the 


Industrial Medical Department 


e F. A. VAN ATTA, Ph.D. 
Industrial Hygienist 
United Automobile Workers 
Industrial Health and Safety Division 
Detroit, Michigan 


Labor’s panelist defines the fundamental business of the industrial 

medical department as environmental hygiene: the prevention of 

injuries. The chief concern of such a department in a union is with 
the provision of workmen’s compensation for its members. 


he first thing we must decide is just exactly 

what industrial medical department we are 
talking about. Are we going to talk about the 
industrial medical department that works for a 
teaching university? The industrial medical de- 
partment that works for a governmental depart- 
ment? Or the industrial medical department that 
works for a labor organization? 

I think it is rather obvious that those three 
different kinds of industrial medical departments 
are not going to see problems in the same way. 
They are not necessarily even going to see them 
as the same sort of problems. 

I think that it is rather obvious that the 
medical department in industry has a practical 
problem of keeping people on the job. The medi- 
cal department in a university should be more 
oriented to research and teaching, and will not 
be so concerned with the practical matter of 
keeping people on the job as they will with the 
fundamental reasons for things and with the 
new things that are appearing. 

The industrial medical department in a gov- 
ernmental agency is apt to be oriented toward 
the enforcement of laws rather than to the 
other major concerns. I do not think they should 
be, but they are. The industrial medical service 
growing up in a labor organization, it seems to 
me, is an implicit statement that the labor or- 
ganization does not feel that the medical depart- 
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ment in the plants is doing the job it should 
be doing. 

Quite frankly, I do not think an industrial 
medical department ideally has any place in the 
labor union. I dislike the necessity for them, but 
I think we are going to have more of them as 
time goes on, both in the industrial union and 
the craft union. I am deeply convinced that pro- 
vision of industrial medical care is both a respon- 
sibility and a right of the management, and 
they should be exercising that right. The only 
reason that the union is going to get into it 
is because management is not doing it properly. 

An industrial medical department has many 
functions. I think that one of the legitimate 
aims — but only one, and only a relatively small 
one — is to reduce the compensation liability of 
the management. I think that, fundamentally, 
the only real function which an industrial medi- 
cal department in a union can serve is to in- 
crease the compensation liability of the manage- 
ment, because they can not, in the nature of 
things, do very much in the way of environmental 
health. Their major role is going to be to see 
that the members of the organization get all 
of the workmen’s compensation to which they 
are legally entitled. That is a perfectly legitimate 
function, but one which we should not have to 
carry out within the union. 

One of the functions that is seldom sufficiently 
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emphasized in the industrial medical department 
within industry is that of industrial relations. 
The medical department can do an enormous 
amount to increase the good will with which the 
employees regard the management, and can do 
it very simply. The only thing required is that 
their operations give the employees the notion 
that the medical department is fundamentally 
interested in their welfare and that the medical 
department does not believe that employees’ 
health and comfort are things which they sell 
in return for their wages. 

There are a great many places where there is 
no such feeling among the employees. I would 
like to cite one instance where this feeling has 
not been engendered; where we have, I believe, 
serious reason to suspect that there are defici- 
encies in the service. This involves two small 
foundries that I once thought were comparative- 
ly enlightened. For almost 20 years, they have 
had annual physical examinations of all employ- 
ees. They have had a very good bill of health for 
all of those years. As it happens, they have both 
used the same clinic for this purpose. 

Within the last three or four years, we have 
turned up seven posthumous and a couple of live 
cases of advanced silicosis, which had not been 
diagnosed as a result of these annual examina- 
tions that included x-ray examinations. Seven 
cases were confirmed by autopsy slides; two 
were confirmed by lung biopsy done for other 
purposes. This is the type of medical service 
that is not in the interest of the employees. 
Eventually it may turn out also to have been 
expensive for the management of those firms. 

While we are on the subject of silicosis, I 
think there is a fairly general implication in the 
fact that the first useful treatment for silicosis 
came out of the efforts of the Miner’s Memorial 
Fund of Kentucky, and it came quite early in 
the efforts of that group. They haven’t cured 
any silicotics. I don’t think they are going to, 
but they have at least done something useful in 
improving their lot. 

I think that one of the worst failings that we 
see in the usual industrial medical department 
is an excessive concern with compensation liabil- 
ity after the occurrence, rather than an attempt 
to limit the compensation liability prior to the 
occurrence of the injury. In other words, the 
fundamental business of the medical department 
in an industry is, or should be, environmental 
hygiene, the setting up of situations to prevent 
injuries. 

It can be done, and has been done by a number 
of medical departments. One of the most fascinat- 
ing things that I have run into happened in a 
plant in New York State, not so long ago, where 
they had the misfortune to have a rather severe 


release of oxides of nitrogen. It is a plant that 
goes in for a lot of nitrations of organic ma- 
terials. They had one individual who had the 
bad luck, or bad judgment, to get a big lungful 
of oxides of nitrogen. He was pretty sick. The 
fascinating thing was that the treatment had 
to be strictly by the book. There was nobody in 
the medical department who had actually seen 
a previous case of severe inhalations of oxides 
of nitrogen. They had practiced environmental 
hygiene for a long time, and they had not been 
releasing oxides of nitrogen in_ significant 
amounts. They did not know precisely how to 
treat it. 

That is a particularly fascinating plant from 
my point of view, because I have been interested 
in industrial safety and hygiene for a long time, 
and one of the characteristics of safety programs 
in this country is safety competitions. These are 
not really “safety” competitions. They are com- 
petitions in the reduction of injuries, and this 
particular plant is one which has never been 
able to get any awards for the reduction of 
injuries. 

The plant always has a fairly high frequency 
rate, in spite of the fact that I think that they 
are doing an excellent job both in industrial 
health and in industrial safety. The situation 
only sounds anomalous. They are practicing in- 
dustrial medicine with a minimum of traumatic 
surgery and with a minimum of traumatic medi- 
cine. When traumatic medicine is required they 
practice, I think, strictly in the interest of the in- 
dividual who has been injured and not in the in- 
terest of making a record for the safety de 
partment. So they are reporting a lot of cases 
that others don’t report as lost time injuries. 

These competitions, which have become ex- 
tremely important to many companies, are 
pressures which we have deliberately put on 
the industrial medicine departments, because in 
these contests, we don’t choose to do what we 
say we are doing. We call them accident preven- 
tion contests. They are not. They are contests 
on injury reduction, and we don’t count all of 
the injuries. We count some of them, and the 
one who has to decide which ones we are going 
to count is the industrial physician involved. It 
is something that he shuldn’t have to do. It is 
anomalous, it is dishonest, and it is a distinct 
disservice to industrial medicine. 

I shouldn’t, perhaps, read such a moral judg- 
ment on it, because there is a considerable body 
of opinion and a considerable body of evidence 
that these contests do result in a substantial re- 
duction in injury rates. In fact, as you look over 
the history of all industry over the past 40 years, 
you know that something has happened to reduce 
injury rates on the job by a factor of about five 
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since 1926. Rates were running 31; they are 
now about 6.1. 

I think these contests have had quite a lot 
to do with it. However, I believe they are over- 
riding their usefulness in this particular direc- 
tion at the present time, when we are getting 
injury rates on the order of half an injury per 
million man hours worked. When we find people 
coming in to work with walking casts and air- 
plane splints and that sort of thing, I think we 
are going somewhat beyond the very best prac- 
tice of traumatic medicine. This is something 
I probably shouldn’t judge, but that is my feel- 
ing as a layman. 

Part of our trouble also stems from the medi- 
cal school, where a physician in his formative 
years is almost never given any training in the 
idea of prevention of illness or prevention of 
injury. Medical treatment, for many years, has 
been directed strictly to the treatment of the ill 
individual, not to the maintenance of the health 


of the well individual, and, certainly, not the 
maintenance of the health of the well individual 
in industry. 

For a number of years, I taught the only in- 
dustrial health and accident prevention which 
was provided at Northwestern University Medi- 
cal School, and that consisted of two hours on 
each of two consecutive days in the senior year 
of medical school, and those boys were concerned 
with their rounds in the hospital and with some 
extremely difficult types of therapeutic courses 
they were taking. The only thing they wanted 
of me was to get me out of that hall and forget 
about me. 

This is why, in most of the more forward 
looking industries, the physician has given that 
function over to industrial hygienists and safety 
engineers. I don’t think he is wise in doing that. 

This is a failing which the medical profession 
is going to have to overcome if we are going 
to get widespread good environmental health. 





Tranquil Offices 


The National Office Management Association has 
just reported on the latest survey of the organiza- 
tion covering the “Physiological Factors Governing 
Office Environment.” This is a ccmpilation of 1,974 
companies on the changes that factors such as air 
conditioning, lighting, sound control, music and 
furniture have produced in today’s modern office. 

Seventy-five percent of the . respondents indi- 
cated that their organizations have sound condi- 
tioned offices. Forty-three percent of replies listed 
improved employee morale, 29% increased accuracy, 
16% increased volume of work, 4% decrease in loss 
of employee time, and 4% decreased turnover, all 
traced directly to noise reduction. Air conditioning, 
practically nonexistent 20 years ago, has been in- 
stalled in 72% of the offices surveyed. 

Painted walls with pastel colors are preferred 
over all other types of wall covering by 77% of the 
companies responding. Results of the color questions 
asked indicated that 53% had more pleasant sur- 
roundings, and 33% reported reduction of eye 
strain. Less frequently mentioned were such bene- 
fits as increased morale and prestige with visitors. 
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Twenty years ago incandescent lighting was used 
in most offices. However, 83% of the offices repre- 
sented in the survey are now equipped with fluores- 
cent lighting. 

Eighteen percent of the companies surveyed 
have a music system in the office and reported music 
successful as a means of reducing fatigue and 
monotony in certain types of office work. In addi- 
tion, management’s opinion of the music system 
indicated that: 27% like it, 7% feel work output 
increases through its use, 30% no opinion. 

NOMA’s Standard N7.2, which allows 60 to 80 
square feet per person (including accessories) for 
the general office area, is rapidly growing in popu- 
larity. On the question of allocating space in the 
office, 62% of the respondents reported that their 
companies are using this standard. 

All in all the emphasis in the office today is on 
good lighting and ventilation, as well as attractive- 
ness and cheerfulness. The office of today is a most 
pleasant place to work and has resulted directly 
from the incorporation of these physiological 
features. 





In the practice of occupational medicine, the role of the physician 
as a teacher is of utmost importance. 


Maintaining 


the Professional Status 


of the Doctor 


@e KARL PICKARD, M.D., F.A.C.P. 
Consultant in Occupational Health 
New York City, and 
Chief of Medicine 
Central Medical Group of Brooklyn 


he physician in industry, to be at all effective, 
must play a dual role. First, he must be a 
doctor, well trained in the practice of medicine. 
Second, he must be an administrator, specifically 
qualified to establish medical programs which 
will be of value to the industry in which he works. 

The problem of maintaining his professional 
status as a physician arises when there has been 
dissension about his role of administrator and 
might iead to lack of respect and unwillingness 
to accept his decisions as a practicing physician. 
In fulfilling his duties as an industrial physi- 
cian, he may easily fall into the derogatory 
category of the so-called “company doctor.” 

In order to dispel the initial distrust of the 
employee-patient, it becomes essential that the 
doctor develop a rapport with these patients 
similar to that which a family physician must 
develop with his patients. To develop and main- 
tain such a relationship, he must institute a 
sound medical program and maintain high ethics. 

The industrial physician must acquire a full 
knowledge of the industry he serves and a sound 
understanding of the medical and psychological 
problems engendered by the duties of the workers 
in that industry. Armed with such specific know]l- 
edge, the industrial physician can more efficiently 


determine the needs of the physical plant for 
his department and the equipment required. He 
can properly plan the medical routines for the 
handling of the patients, and he can best staff 
such a department with the nurses and doctors 
required. 

The words, ‘‘to doctor,” have several mean- 
ings. Two which pertain to our subject this 
afternoon are “to heal” and “‘to teach.’’ However, 
in occupational medicine, I feel strongly that the 
role of the doctor as a teacher is the more im- 
portant of the two. 

To maintain professional status as a healer, 
the physician must, of course, have the proper 
medical qualifications which enable him to have 
graduated from a recognized medical school. He 
should have had sufficient training in internship 
and residency to make of him a competent doc- 
tor. In order that he then be properly qualified to 
establish a well-functioning occupational health 
program for the industry in which he works, he 
must have had training, either practical or 
didactic, in that field of medical endeavor. 

In the May issue of the Journal of Occupa- 
tional Medicine, Doctors Kehoe, Sterner and 
Kammer discuss the problems involved in the 
certification of a physician in occupational medi- 
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cine. I refer you to their articles, mainly because 
they point out that we have come a long way 
from the mere treatment of injuries and ill- 
nesses as they occur on the job. 

The first professional contacts of the industrial 
physician are, of course, with management. 
Management must accept the fact that the pro- 
fessional status of the doctor is an essential 
part of the doctor’s effectiveness. Management 
can soon be convinced to cooperate with the 
physician and his medical department, if the 
doctor demonstrates that he has the proper medi- 
cal approach to specific problems of the particu- 
lar industry in which he works. 

The doctor’s first contacts with the personnel 
department of his industry should develop a 
relationship which shows that he, as a physician, 
wishes to learn their problems. He can then 
show how mutual cooperation between the per- 
sonnel department and the medical department 
can lead to increase in productivity of the em- 
ployee. This concern of the physician about 
health security, which will lead to better pro- 
ductivity, is one which will strengthen his posi- 
tion in the minds of management. Management’s 
position must be considered as one of the third 
parties involved in the doctor-patient relation- 
ship, especially essential when the physical or 
mental health of the worker is detrimental to 
his job function. 

However, under no circumstances, should the 
industrial physician allow himself to become 
involved in disputes as to the measure of a 
worker’s efficiency. The physician’s report in 
such circumstances must be complete and factual, 
but it must never be opinionated. 

There is another third party involved in the 
patient-doctor relationship; the union and its 
representation. Here the role of the doctor as 
teacher becomes very important. There should 
be frequent educational contacts with union 
welfare representatives. The industrial physi- 
cian should be fully conversant with the unions’ 
desires to promote the welfare and health of its 
employee members. Just as it is important that 
he educate the worker-patient, so it is also im- 
portant that he discuss the anticipated health 
problems with union representatives. 

It is to the industrial physician’s benefit that 
he convince the unions that his prime concern 
is for the health and care of their workers. 
Actually, these employees are management’s 
workers as well, and also the doctor’s patients, 
and as such they are the concern of all three 
parties. 

The initial contact of the worker with the 
company doctor is usually at the time of the 
pre-employment physical examination. In this 
instance, the physician is concerned with the 
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patient’s past medical history, his present physi- 
cal condition, and his potential medical status. 
Here the physician must be concerned with the 
potential risks to the company or management. 
Here the patient is aware of the fact that this is 
a critical examination and not a pure doctor- 
patient relationship. 

In this instance, the worker must be willing 
to allow disclosures of his medical problems, and 
decision based on these disclosures should not 
affect the professional integrity or professional 
status of the physician. Subsequent contacts with 
the medical department, however, are of a dif- 
ferent nature. In most instances, they occur be- 
cause of a medical complaint or injury. Here the 
prime consideration of the physician should be 
that of the patient, and the third parties are only 
incidentally concerned. It is in these contacts 
that the industrial physician should endeavor to 
develop a rapport and a sense of trust. It is 
basically here that a firm patient-doctor rela- 
tionship can be established. This relationship 
can lead only to better cooperation of the worker 
with management and his union, both of whom 
have been responsible for his well-being. This 
can lead further to the respect of the medical 
department and to the understanding that the 
professional status, which is being maintained, 
is for the benefit of all the parties concerned. 

There are definite signs which show that the 
industrial physician has been successful in build- 
ing and maintaining his professional status. 
This is obvious when management tends more 
and more to consult with him concerning their 
problems; when production departments discuss 
their proposed safety devices or review their 
workmen’s compensation problems with the medi- 
cal department; when the board of directors ap- 
proves new equipment requests without a strug- 
gle; when the union officials discuss health prob- 
lems with the company doctor; and when per- 
sonal problems of the employee-patients are 
brought to the attention of the medical depart- 
ment. These are all sure signs that the industrial 
physician has truly achieved a high professional 
status in the minds of the people with whom he 
is associated. 

In industry, where preventive health programs 
are of importance, not only to the health of the 
individual worker, but to the continuing opera- 
iion of production, the teaching of maintaining 
health routines, the programming of polio in- 
jections or flu injections, etc., are also of utmost 
importance in maintaining the professional 
status of the doctor. Here again, the doctor as a 
teacher is the important factor. Here again, his 
first contacts are with management and with 
unions in order to set up programs so that the 
employees’ health can be benefitted. Periodic 
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health bulletins, health pages in periodic plant 
bulletins or union bulletins are of great aid to 
such programs, and it is the industrial physi- 
cian’s duty to convince management and union 
alike that these articles appear in these bulletins. 
In fact, the doctor should be the author of these 
articles. The worker’s knowledge that his medical 
department is concerned with bettering his 
health and maintaining his health leads again to 
acceptance of the doctor’s decisions in other 
medical problems, when they occur. 

Another factor of importance in this regard 
is the relationship of the company physician, 
this time, not in its derogatory sense, with the 
family physician of the patient. I recall a recent 
incident in a small plant with some 600 em- 
ployees, where a young clerical worker who was 
suffering with some back trouble remained 
away from work much longer than was antici- 
pated by the medical department of this plant. 
A telephone conversation with the orthopedist, 
who was taking care of this patient, revealed 
the fact that her back strain was under control 
with the proper support, but that in his estima- 
tion there were many home factors involved 
which kept this girl from coming back to work. 
The medical department found itself in a rather 
ticklish position because the employer wished to 
have this girl back to work or to fire her. It was 
difficult to get a written statement from her 
family physician or from the orthopedist. The 
situation required a discussion between the head 
of the personnel department and the physician. 
It took time before the girl would appear before 
the medical department for an examination, and 
then, only after her orthopedist told her of the 
personal consideration of the company doctor. 
When she did, it was ascertained that the 
greatest part of her difficulty was that of emo- 
tional problems which involved a love affair, etc. 
It was only after this careful joint effort that 
the orthopedist, when again called by the com- 
pany physician, was willing to write a letter 
stating that this girl could return to work. It 
was only after this happened that she agreed 
to return to work, and it was only after several 
discussions with her on a practical psychiatric 
basis that she continued with her job in a 
satisfactory manner. This type of approach in 
which the medical department played an im- 
portant role, more as a teacher than a healer, has 
led to easier solutions of other problems, which 
have occurred since then. This happened because 
the girl talked about the personal interest of 
the doctor to the other workers in her depart- 
ment. 

When we come to the preventive medical pro- 
gram as it relates to the higher-ups in industry, 
we sometimes have a more difficult task to per- 


form as physicians. The confidential nature of 
the examination of an executive is one which 
meets with considerable difficulty. In most in- 
stances, it is agreed by industry that these pre- 
ventive health examinations on a yearly basis 
are of great importance. The security of health 
of a highly paid executive is well accepted. Some 
companies prefer that these examinations be 
completely confidential between the executive and 
the physician, but then wonder of what use 
these examinations can be to the industry itself. 
It is not our purpose to dwell on the merits of 
such confidential nature of examinations as op- 
posed to the method used whereby a third 
party of management is involved in the discus- 
sion of the results of such an examination. How- 
ever, here, too, the establishment of a good rela- 
tionship between the executives and the medical 
department will lead to an acceptance of such a 
program and to benefits derived from it, even 
if a third party is not involved. Such relationship 
occurs only after repeated favorable experiences. 
The word of the physician and advice to the 
executive as to his ability to carry on with the 
stress and strain of his job can only be accepted 
if this executive knows that the physician is 
giving his completely honest opinion and is not 
being biased by some higher-up in the industry, 
and only if this executive knows that there can 
be a close relationship between this company 
physician and his own personal doctor. In this 
way, he will be ready to accept the suggestions 
made after an extensive executive examination 
has been performed. 

This leads me to a brief discussion of the 
relationship of the company physician with out- 
side physicians and outside agencies. I recall 
vividly two separate instances which occurred 
during the Second World War which have some 
bearing on public relations and maintenance of 
professional status. This occurred in an auto- 
motive plant, where there were some 2,000 people 
employed. These were civilians employed in an 
Army plant, where jeeps, weapons carriers, etc., 
were being prepared for shipment overseas. Five 
hundred of them were painters using paint spray 
guns. We had the system whereby, after an in- 
dividual had been out ill for 24 hours, he had 
to report to the medical department. They were 
also asked to bring a note from their family 
physician after being absent from work. Two 
of these workers had gone to a particular family 
physician, who gave them similar notes stating 
that they had lead poisoning. They left these notes 
open in their hands, and they were passed around 
among the other workers. Within half an hour, 
we had a threatened walk-out of about 500 
painters. This required a lecture on the floor of 
this plant by the physician. This required a 
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teaching of what lead poisoning was, and a care- 
ful explanation that neither of the two workers 
showed any clinical signs of this condition. This 
also required the measuring of urinary lead in 
these supposedly lead-poisoned cases, and then 
a talk, 48 hours later, about the proof that there 
was no lead poisoning. 

The second instance took place in the dynamo 
department. There the workers were fixing 
motors on engines of cars, jeeps, weapons car- 
riers, etc., and here, too, there were 500 em- 
ployees. In this case, an employee came in, 
again with an unsealed note from a doctor on 
the outside, stating that he had carbon monox- 
ide poisoning. Again we had a walk-out prob- 
lem. Again, we sought outside agency help. | 
got in touch with M.I.T. and brought to the 
plant two technicians who measured the car- 
bon monoxide content of the air in this por- 
tion of the plant. This time, it was necessary 
to have a general meeting; the entire shop 
of 2,000 people was ready to quit, be- 
cause they were all fearful of getting carbon 
monoxide poisoning. We were able to have these 
two representatives get up on the stand and 
prove that there was no such thing as carbon 
monoxide excess in this plant. These are ex- 
amples of what one sometimes has to do to 
develop confidence within a plant of disturbed 
workers. 

Before turning, briefly, to nonoccupational 
health problems in industry, I would like to 
offer a suggestion for good intraplant public 
relations, which could lead to constructive de- 
velopments. There can be instances when union 
opinion differs from management in the case 
of dismissal of an employee because of a health 
problem. In some instances, such considera- 
tions come before an arbitration committee. 
It would be of joint benefit if the company 
physician were not asked to render an opinion 
before the arbitration committee in these cases. 
Such instances are limited, and it is better 
for all concerned to avoid criticism of the 
doctor in these few isolated cases. His opinions 
and decisions will be accepted more readily in 
the many and more important problems which 
involve all parties concerned, if this relationship 
is established and if he cannot be criticized as 
being a pawn of either management or the union. 
I don’t mean to say that he is not to render an 
opinion when he sees the patient, or that he is 
not to give this opinion to both parties involved 
— but when it comes to having his opinion 
openly questioned by the family doctor of the 
patient, let’s say, or by the third party called 
in by both, then I think we run into the danger 
of minimizing his efficiency in the more im- 
portant problems that come every day of the 
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week. I would rather see things of this sort 
handled so that it is acceptable to both manage- 
ment and labor, that the third party is called 
in to make his decision without prior knowledge 
of the diagnosis of the company physician. 

We physicians must remember that produc- 
tivity of an individual depends not only on his 
own physical and mental capacities, but on those 
of his family as well. The worker whose wife 
or child is ill can be disturbed sufficiently so 
that his work is of little value. If he is able to 
resort to a confidential discussion with the 
physician at his plant concerning these problems 

if that physician or medical department 
handles this in a satisfactory manner, the medi- 
cal department is able to give this worker advice 
which is of help to him outside of his work. 

The gratitude felt leads to great appreciation 
on the part of the worker for his employer and 
toward his job. The decorum and sympathy of 
the medical staff in these matters is of utmost 
importance. I feel that this goes far beyond a 
doctor’s duty as a physician. Every one of us, 
as physicians, has had instances in which he 
has been of help in correcting the behavior prob- 
lems of a child of one of the workers by seeing 
to it that the family is advised of the proper 
agency to take care of the matter. Every one 
of us has been able to advise the proper specialty 
care for the wife of an employee. I need not go 
into the specific instances where an employee 
has been unable to carry on with his duties be- 
cause of a chronic ailment in his family and 
where, because he was able to go to the medical 
department of his plant and be advised as to 
the proper way in which such a condition should 
be handled, he was then able to return to his 
duties and function well. I am sure that all of 
you have had similar experiences and have seen 
satisfactory results. These results were not only 
satisfactory in that they led to improvement in 
health of the employee’s child or wife and, thus, 
to an improvement in his own mental and emo- 
tional well-being; these results were of even 
greater importance in that they led to a whole- 
hearted acceptance of the company doctor and 
his staff and to an understanding of the efforts 
of the company, itself, in establishing a medical 
department which undertook the solving of the 
total family medical care problems. This type 
of medical care serves to maintain the profes- 
sional status of the doctor and, in those instances 
where union activity has led to the establish- 
ment of some sort of medical program for the 
employees, to a greater feeling of security be- 
cause of the union’s intervention in their behalf. 
It seems to me that such a simple method of 
establishing good public relations within an in- 
dustrial plant would be universal. Unfortunately, 





it is not. If it could become universal, I feel that 
it would prove that this effort in maintaining 
professional status of the doctor could be a very 
important cog in the wheel of productivity. 

In medical care programs and their relation- 
ship to maintenance of the professional status 
of the doctor, the doctor as a teacher is again 
the important factor. First, he must teach him- 
self. He must become acquainted with all of the 
factors involved in indemnity health programs 
offered by insurance companies. He must become 
acquainted with community service plans and 
with comprehensive health insurance programs. 
As an individual practitioner, the doctor should 
know about these plans, because, in his every 
day practice, he should be able to answer his 
patient’s questions regarding such matters. In 
industry, it is even more important that he do 
so, because he is in the key position to advise 
management and union representation as to the 
best type of medical care available for the em- 
ployees in a given community. At present, unions 
in New York City and elsewhere are working on 
a program for labor which is thinking in terms 
of establishing union hospitals and union health 
programs. The union leadership would benefit 
greatly if they did this with proper guidance of 
physicians who had been actively working with 
the problems of health in industry — with physi- 
cians who had the practical knowledge of the 
everyday medical problem of the worker, and 
with physicians who had worked in organized 
health programs. It is not enough for the com- 
pany doctor to be able to answer the question 
which a patient might give him concerning a 
surcharge, let us say. I had such a case the other 
day. A patient came in, following a gall bladder 
operation, for which he had been charged $300, 
and he wondered why his physician had charged 
more than was allowable by the insurance ser- 
vice, which had supposedly been acquired for 
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Harold S. Feldman, M.D., believes that “‘anothe: 
lcok at ergot using the current scientific methods 
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him by his union, in conjunction with manage- 
ment, to cover all his ailments. Just explaining 
to him that the small print on the policy didn’t 
allow him, because of his income level, to have 
this without the surcharge isn’t sufficient. Such 
a problem is an easy one. The doctor must also 
be able to answer problems of a more profound 
nature, such as the questions which arise about 
“free choice” of physicians, about the number 
of physicians needed for a given community, 
about the factors of utilization of services, the 
proper premium for such services, the limita- 
tion or comprehensive nature of such services, 
and the geographical distribution of facilities 
for the service. The doctor should know whether 
industry itself should be a vital part of the 
establishment of these facilities. He must be 
acquainted with the relationship of the con- 
sumer, management, the union and the doctor 
in the supervision of such service — and in the 
supervision of quality of medical care. 

I have mentioned only the highlights in such 

programs, of course. I would like to quote part 
of President Eisenhower’s statement to the Na- 
tional Health Council at its recent forum con- 
cerned with The Health of People Who Work: 
“The concern of your present Forum, ‘The 
Health of People Who Work,’ represents a chal- 
lenge directly related to the technologic progress 
in preventive health matters. It involves the 
well-being and productivity of almost seventy 
million workers .... This is a challenge which 
can be met only by the combined efforts of 
management and labor, the health professions, 
government, voluntary health 
agencies, and civic and community groups . 
My earnest hope is that by bringing together 
these diverse and dedicated groups, your Forum 
will make a major contribution to the protection 
and improvement of the health of those on whom 
our national economy and security depend.” 
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Ergotamine was isolated from. ergot in 1918. “It 
was the first pure ergot preparation to find wide- 
spread application in human medicine,” Dr. Feld- 
man reported. “It has stood the test of time and 
is recognized as the most effective vasoconstrictor 
specifically indicated for relief of migraine attacks.” 
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The Medical Situation At The Plant Level 


Many medical industrial cases become problem cases because of the 

misunderstanding of the function of the industrial medical depart- 

ment by private practitioners, labor groups and others interested in 
in the welfare of the worker. 


should like to bring into focus some case ex- 
I amples as they have arisen within my experi- 
ence and knowledge. These experiences cover a 
broad range of industrial organizations and are 
not referable to any single industrial organiza- 
tion. They are, perhaps, typical of almost any 
segment of our industrial system. 

During the 1930’s, legislation empowered 
unions to bargain for wages, hours and working 
conditions. Wages and hours are rather easily 
defined, but the list of working conditions that 
have been subject to collective bargaining has, 
over the years, grown quite extensively. Whether 
we call our internal plant medical organization 
a dispensary, a hospital, a clinic, or whatnot, 
there seems to exist some question among some 
unions of whether occupational medicine is a 
proper subject for collective bargaining. 

In my opinion it is not. The functioning of an 
occupational medical organization is distinctly 
a managerial function, and one which manage- 
ment must set up as a separate department just 
as it would set up a production control depart- 
ment. It can be discussed, but it is doubtful 
whether an area involving a professional status 
situation is one which logically is a subject of 
collective bargaining. 

An individual’s first contact with the medical 
facility in an industrial plant occurs at his pre- 
employment physical examination. From a labor 
relations standpoint, I don’t think we have very 
much trouble here. A doctor examines the pros- 
pective employee keeping in mind general 
criteria which have been established for the 
various jobs in the plant. Based on these general 
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criteria, which have usually been gained from 
a great deal of experience, we can either accept 
or reject a potential employee. Furthermore, 
with knowledge of any deficiency a _ potential 
employee might have, and having hired him 
even with a physical or other deficiency, indus- 
try usually has a probationary period during 
which the man’s employment can be severed 
without recourse to any grievance procedure. 
This enables an organization to determine 
whether any conditions discovered in the pre- 
employment physical examination are going to 
be an on-the-job handicap. 

I think the area of our specal interest is 
summed up by the question: “Where do we in 
occupational medicine go when something has 
been questioned?’ Let me, for the purpose of 
our discussion, pose this question: “In cases 
other than those involving workmen’s compensa- 
tion clauses, may the employee, with or without 
the intervention of his collective bargaining 
representative, question or otherwise dispute a 
decision of the company’s Medical Director, if 
he believes such decision to be erroneous?” 

This opens a wide area of discussion. I will 
try to cite a few areas involving labor relations 
problems in occupational medicine. These are 
real situations and, may I caution you, will by 
no means exhaust the subject. 

The first general group involves occupations 
where there are legally required periodic physi- 
cal examinations — food handlers, ete.: and 
truck drivers whose physical requirements are 
established by Interstate Commerce Commission 
or Public Service Commission Regulations. In 
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many of these agreements, language has been 
inserted with respect to these required physical 
examinations and how questions arising from 
them are to be resolved. 

A typical one from an existing trucking agree- 
ment: “All truck drivers shall be required to 
pass an annual physical examination, performed 
by an employer-designated physician, to deter- 
mine their fitness to continue as truck drivers. 
The results of the examinations shall be made 
in writing to the employer and made known to 
the employee. Should the employee or the union 
dispute the findings of the employer’s physician, 
the employee involved may, at his own expense, 
be examined by another competent physician. 

“In the event the two physicians’ reports are 


at variance, any difference shall be submitted to 


an impartial third physician for final decision. 
The third physician shall be selected by the 
employer’s physician and the employee’s physi- 


cian. 

This brings us into the realm of a professional 
arbitration. Over a period of time, I wonder if 
it isn’t medically possible that the physical 
condition of a truck driver will deteriorate to 
the point that he shall be removed from truck 
driving? The I.C.C. regulations may require 
this. What about loss of hearing, impairment 
of eyesight, and that sort of thing? 

Assume a man has been driving a truck for 
25 years or more. We can assume that over-the- 
road trucking is hard on a man and that his 
physical condition has been deteriorating over 
a period of years. The eventual problem is, that 
under these legally established requirements, 
this man can no longer drive a truck. What 
happens when, legally, he can no longer continue 
with his present job? 

The contractual language cited presupposes 
that it is possible to have a difference of opinion 
even between competent physicians. 

Suppose the man is rejected; what then? 
Modern management — enlightened, having a 
thorough-going medical program, and a consci- 
ence of responsibility —- would undoubtedly seek 
to rehabilitate such a man. If he cannot be 
rehabilitated, such a management would make 
every effort to find him another job. If this is 
not possible, worthwhile retirement programs 
in existence in industry today-make ample pro- 
visions for disability retirement. How-can these 
managerial decisions reasonably be questioned? 
Although I am sure such eases -exist,~I am not 
aware of a situation which reached the ultimate 
decision. With a mature and sincere union, in- 
terested in its members, aS management is 
interested in their employees as individuals, some 
solution will be found whereby such an individ- 
ual will continue to be a productive employee. 


Another great area involving labor relations 
in occupational medicine involves the increasing 
employment of women in factory jobs. Here, 
many problems can arise. In some industrial 
areas where women work in close proximity, I 
have seen the following complaint create a vex- 
ing and delicate problem: “This girl casts off of- 
fensive odors. We won’t work with her any 
more.”’ Here one assumes the role of a teacher. 

It is not always the physician who can ac- 
complish this. Registered nurses, who have 
dedicated themselves to occupational medicine 
must be called upon to assume a role in educat- 
ing these girls, mature females, in the essentials 
of personal cleanliness and hygiene. 

With an increasing number of women in in- 
dustry, maternity leaves of absence and atten- 
dant problems multiply. Most industries have 
established policies or programs with respect 
to the time during pregnancy, when a young 
lady must leave the employ of the company. New 
York State law is silent about the time an ex- 
pectant mother must leave her job, but it does 
say that she cannot return to work until four 
weeks after the birth of the infant. 

What do you do in a situation such as the 
one I was faced with, when the birth almost 
took place on the floor of the plant? Then, 
within a week after delivery of the infant, the 
girl’s personal physician said, “You can go back 
to work, now. It is perfectly all right,’’ and so 
informed the employer. In refusing to return 
her to work, the plant physician cited the state 
law and company policy which, usually, required 
60 days period to elapse before return to work. 
Nevertheless, this young lady persisted saying 
she needed the money. Her physician unwisely, 
I think, volunteered that “She has been a healthy, 
hard-working girl, and I think she can go back 
a week after the infant has been delivered.” 
Fortunately, mature union leadership refused 
to press a claim for earlier return to work. 

The question has recently arisen involving a 
miscarriage. Should we apply the same standards 
for a miscarriage as we do for a pregnancy that 
results in normal delivery? There are many 
variables and vexing complications possible in 
this area. 

This leads us to a most important function 
of any medical facility, that of the return-to- 
work physicals after operations, illnesses, etc. 
Most plant physicians have had the experience 
of sending employees home for additional rest 
and recuperation, before they can return to work. 
Their doctors may have said, “It is okay for 
you to go back to work but tell your boss that 
you need light work.” But they never define 
what “light work” is. In most industries, there 
is no such thing as “light work” in a factory. 
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There is always some bending, lifting, stretch- 
ing, etc. or some sort of physical exertions. 

The employee’s physician will insist that re- 
turning to work is psychologically and thera- 
peutically essential to his patient. General prac- 
titioners could benefit from a greater awareness 
of industrial requirements and problems. 

In some instances, if skills are great enough, 
management can find some productive work for 
the employee. But if the individual does not 
have a real skill, the problem is difficult, how- 
ever great management’s desire to use the indi- 
vidual’s abilities. 

The trend toward corrective heart surgery 
and we have had more than our share of these 
cases recently —- has brought with it some real 
concern over rehabilitation. Fortunately, we 
have had some good experiences with these cases 
starting out at two or three hours a day and 
gradually working them up to a full-time job 
again. The skilled surgeons who performed these 
delicate operations tell us that they are not at 
all certain just how rapidly such patients should 
resume their normal activities once again. 

We have similar problems with slipped disc 
and the spinal fusion cases. We have had a situa- 
tion where one man came back to work within 
three weeks after a spinal fusion and carried 
on his normal job, with no bad effects. In other 
cases, the employee has stayed out for six or 
seven months and still insisted he couldn’t come 
back to work unless he could be assured of 
“light work,” where he could remain in one 
relatively small area, without doing bending or 
stooping or lifting, or the essentials of most of 
our jobs. 

Our physician has said, “Unless you can per- 
form the job, and you know what the job is, we 
will not permit you to return to work.”’ 

I think one of the real problems in many of 
these cases is that the individuals involved do 
not explain to their personal physicians the 
nature or content of their job. It is really quite 
difficult to explain this to some of the individuals 
or their physicians. For example, my company 
manufactures books. A book only weighs two or 
three pounds. However, we don’t deal with two 
or three pounds. We deal with a carton or case 
of books. Most physicians just can’t comprehend 
that there is that much weight involved in some 
of the work that their patients are expected to 
do. 

Another case that was brought to my atten- 
tion was that of a cardiac patient in another 
company. The personal physician had said that 
his patient could return to work. The company 
medical director examined him and informed 
the man that he should go back to his personal 
physician immediately. His personal physician 
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then called the Medical Director and insisted 
that the man was ready to resume his normal 
activity and that there was nothing wrong with 
him. During the two or three day period in 
which the discussion was going on between the 
two doctors, the man died. The company Medi- 
cal Director had discovered something which 
he tried to pass on to the man’s personal physi- 
cian who would not accept it. This is another 
hazard and it is a tribute to this occupational 
physician that he was extremely thorough in his 
examination to uncover conditions not previously 
recognized. 

I think the medical profession, perhaps 
through its associations, has a great deal of 
work to do among the general practitioners, 
especially in creating a climate in which the 
occupational physician’s opinions are held in a 
little higher regard by some individuals. 

It is unfortunate that this particular situa- 
tion occurred. I don’t think you will find another 
incident of this type very soon, but it was a 
situation that hit very hard. Just before this 
man’s death, the management of the company had 
decided that perhaps the Medical Director was 
wrong, and perhaps they should put the man back 
to work. Now, if a man goes through that medi- 
cal facility and the physician says he can not 
return to work, management raises no question 
about the doctor’s opinion. 

We get into a gray area on the physical condi- 
tion of a man being considered for a promotion. 
Should he not meet the physical standards or 
requirements of the job opportunity, what 
theory is to apply? 

This is an area that does violence to the union 
idea that the most senior man must be given an 
opportunity to qualify. We may have a man who 
is deemed accident prone as demonstrated 
through his plant work history. These things are 
not to be held against him, but if there is a 
history of similar types of accidents. should 
this not be considered in evaluating a man’s 
promotability ? 

We try to do this. Fortunately, I have not 
often been faced with this type of situation. The 
only case in which a real question arose, the 
individual readily accepted our decision and 
indicated some concern over his ability to under- 
take the assignment. 

In the interest of employee’s general health, 
companies frequently offer periodic physical ex- 
aminations. It has not been my experience that 
these are accepted in the spirit intended. 
People are suspicious. If a man doesn’t “pass,” 
what is the company to do? Is he going to lose 
his job? I am not convinced that the problem is 
entirely one of communications. 

The purpose of periodic physical examinations 





is preventive in nature. We do not offer periodic 
physical examinations except in certain cate- 
gories. I hope that ultimately we will offer 
everyone such examinations and believe we can 
create a climate of receptivity that will be 
wholesome. Not only will we then better the 
health of our employees, but it will undoubtedly 
reflect itself in experience under our major 
medical program. 

We do give the standard innoculations of Salk 
vaccine and the Asian influenza shots. The Asian 
influenza innoculations brought some reactions, 
as is normal. We treat these things as courtesy 
treatments and usually such treatments far out- 
number the accident or first-aid cases. In a 
recent month, for example, we had over 1,300 
visits to our medical facility of which in excess 
of 800 were nonoccupational. This demonstrates, 
I feel, an acceptance of the general philosophy 
of interest in our employees’ well-being which 
goes beyond the desire to keep them on the job. 

There is no doubt that modern management 
is most generous in providing for all employees’ 
well-being and security. Retirement programs, 
major medical programs, and in-plant medical 
services demonstrate this. None of these pro- 
grams are established on the spur of the mo- 
ment, but, as has been pointed out earlier, only 


after a great deal of deliberation. Alert manage- 
ment has accepted such programs as economical- 
ly sound. The implementation and functioning 
of these programs is, of course, a professional 
matter. 

Returning to the question I originally posed, 
I would suggest that the answer logically is no, 
unless it can be affirmatively demonstrated that 
the Medical Director’s professional opinion was 
biased or prejudiced. Furthermore, and with no 
disrespect intended to many arbitrator friends 
of mine, it is my opinion that the techniques of 
the grievance and arbitration procedure are not 
equal to the task of coping with the complexities 
of these medically-based problems. 

The cases which I have cited were either 
dropped after an informal personal discussion, 
without disturbing the Medical Director, or the 
decision was accepted after a short discussion 
with the Medical Director. 

The acceptance of the physician in industry 
is no longer a problem. It is to the credit of our 
labor friends that they have accepted the pro- 
fessional status of the occupational medicine con- 
cept and although informative discussions do 
take place, the problems have not found their 
way into the final steps of the grievance pro- 


cedure. 


I Didn't Know It Was Loaded 


If past experience is any guide, deaths from 
firearm accidents will have reached their annual 
peak during the recent hunting season, it is re- 
ported by statisticians of the Metropolitan Life 
Insurance Company. 

About 2,400 persons were killed in shooting acci- 
dents of all kinds in 1958. Such accidents are 
especially frequent during the three-month period 
from October through December, with the peak in 
November, when hunting activities are at a maxi- 
mum. 

Nine-tenths of the firearm accident victims are 
males, the statisticians point out. This reflects both 
their greater interest in guns and the fact that 
they participate to a much greater extent than 
females in hunting and other activities associated 
with the use of firearms. Adolescent boys are more 
frequently the victims than are members of any 
other age groups. In fact, youths at ages 15-19 


r¢ 


years, while comprising only 3% of the total popu- 


lation of the United States, account for about 16%, 
of those fatally injured in firearm accidents. 

Despite the frequency of hunting accidents, nearly 
half of the people killed in firearm accidents are 
injured in and about the home. 

“There is clearly a need to extend and strengthen 
education in safe firearm practices,” the Metropoli- 
tan statistician conclude. “While it is true that 
many millions of Americans handle and store guns 
properly, the facts indicate that there are still 
many individuals who do not heed the necessary 
precautions. Many deaths from firearms occur b> 
cause such weapons are carelessly pointed at a 
person, individuals shoot before they are certain 
of their target, safety catches are not always kept 
on until guns are ready to be fired, loaded weapons 
are left unattended, guns and ammunition are not 
kept in good condition, and rifles, shotguns, pistols, 
revolvers and ammunition are not stored safely out 
of the reach of children.” 
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cy of the few generalizations one can make 
about American labor is that unions differ. 
An attempt to account for these differences will 
lead us in many directions. One can account for 
the differences, as is the case with so many 
American institutions, by noting the many dif- 
ferent strains of peoples and ideals which have 
gone into making the present labor organizations 
what they are. For instance, when unions were 
first founded in this country their ideas were 
strictly those of self-help. Without being able 
to rely on courts or government offices, on laws 
or on allies, local unions, central bodies and 
even international unions were primarily con- 
cerned with improving conditions here and now 
in the shops. When Samuel Gompers was once 
asked what American labor wanted, he summed 
it up by saying, ‘““More and more and more!” 
Some of the factors helping form American 
unions have been considerably more radical. At 
one period, the goals of many labor organiza- 
tions was self-help in the total sense of unions’ 
setting up their own businesses in the form of 
cooperatives and thus through eliminating pri- 
vate business profit, or rather sharing it among 
the producers themselves, freeing workers from 
what they conceived to be wage slavery. At the 
beginning of this century the IWW with its 
peculiar brand of anarchosyndicalism organized 
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immigrants, miners, lumberjacks, seamen, mi- 
grant agricultural labor. Socialists bored from 
within the AF of L hoping to line it up on the 
side forming a labor party and supporting a 
broad political action program. At a somewhat 
later date Communists working first through 
their own unions and later in the thirties from 
within some of the new CIO unions sought, by 
moving important sections of American labor 
behind an international policy favorable to Rus- 
sia, to influence America’s foreign policy. Al- 
though the present labor movement has been 
cleansed of all these influences, they have never- 
theless at important periods in labor’s history 
represented dynamic forces which have inevit- 
ably left their marks on both structure and 
program. 

Labor has likewise differed among its various 
organizations as to how it could most effectively 
be organized. Until 1933 the American labor 
movement was largely set up in craft unions. 
However, since the thirties the industrial unions 
established by the CIO have been important 
factors; so important, indeed, that many of the 
old craft unions under the pressure of CIO 
success broadened their charters to include. in- 
dustrial organization. The result is that today 
most unions have some elements of both kinds 
of organization somewhere in their structure. 
The autoworkers, for example, are today con- 
cerned about integrating the skilled trades and 
white collar workers into their union. The skilled 
workers in the process have issued what amounts 
to an ultimatum to the union, saying that unless 
they may have some considerable autonomy 
within the industrial structure, they will form 
an independent craft organization. Whether this 
threat will ever actually be carried out is a 
subject of debate in circles far wider than the 
autoworkers, for many other unions have a 
kernel of the problem in their own ranks. 

As a result of these variations in goals, in 
methods and in history, labor today presents a 
broad spectrum of structure. The extremes are 
represented on the one hand by the printing 
trades with the typographical union and the 
lithographers existing in about as pure a craft 
form as might have been found even a century 
ago. On the other hand we have massive indus- 
trial unions of which the auto workers, the steel 
workers and the rubber workers are classic ex- 
amples. In between lie all the mixtures of these 
two extreme forms; unions which retain craft 
locals but amalgamate for purposes of collective 
bargaining and major administrative functions 
into joint boards which have the massive impact 
of industrial unions. The unions in the needle 
trades invented this organizational device. It 
has been carried to a most interesting form in 





the hotel trades in New York City, where locals 
of 10 different unions, some industrial, some 
amalgamated, some craft, have formed a trades 
council to which they have given over responsi- 
bility for negotiating uniform contracts for 
everyone from the relatively unskilled maids and 
housemen to the highly skilled cooks, waiters, 
upholsterers and electricians and including the 
doormen and the desk clerks. 

In addition to these variations in structure, 
we also find among unions a wide range of what 
they consider their functions and their goals. 
All unions do collective bargaining. Beyond that, 
some unions consider political action an im- 
portant function; others do not. Some establish 
recreation programs, educational centers, homes 
for retired workers; others are concerned solely 
with wages, hours and working conditions. 
Hiring usually is considered an exclusive em- 
ployer function. But in many industries, the 
union shares or even takes over this function 
entirely. Examples are the building and the mari- 
time trades. The unions in these trades run hir- 
ing halls from which they supply workers on job 
orders from the employers. Indeed, in the port of 
New York, one maritime union not only supplies 
the worker but guarantees his health. He arrives 
on the dock for boarding ship with his papers 
signed by the doctor at the union’s health center. 
I am not entering these facts in a debate over 
the question of what management’s prerogatives 
ought to be. I am simply saying that in some 
industries management’s prerogatives are de- 
fined in one way; in other industries, in another. 

These variations in structure, in scope, in 
manner of working are not accidental. They are 
often reflections of the organization of the in- 
dustry within which the union operates. The 
autoworkers have established departments with- 
in their organization named for the four major 
automakers; their Ford department deals with 
Ford; their GM department with GM, and so on. 
These structural designs may bear the imprint 
of a particularly dynamic and imaginative union 
leader who left his mark on the union at a 
formative stage in its history. It is impossible 
to think of the United Mineworkers without 
recognizing how John L. Lewis shaped it or 
of the musicians without Petrillo. Moreover, 
unions will vary according to the type of labor 
market within which they have to function. The 
building trades make local trade agreements 
and consequently give their local or district 
unions a large measure of autonomy. The steel- 
workers who bargain with a national industry 
organized in trustified structures have a highly 
centralized organization in which the national 
office sends its representatives to supervise 
closely the affairs of the local unions. In some 


localities, competition within the industry ex- 
erts so devastating a force both upon wages and 
prices, that management and union have joined 
forces in organizing their market, and have 
thereby established a pattern of shared respon- 
sibilities which has carried over to many of the 
functions usually exercised by management 
alone. The Joint Industry Board made up of 
labor and management in the electrical industry 
in New York City operates an employment office, 
an apprentice school, a college scholarship pro- 
gram, a resident educational center, a health 
center, a dental center, vacation, savings, retire- 
ment and housing programs. The clothing work- 
ers and manufacturers operate a joint insurance 
company. They also jointly finance an auditing 
office which may, both as a matter of routine and 
at special times, check the books of any manu- 
facturer as well as the wage agreements be- 
tween union and employer to see whether they 
conform to the contract in every detail. 

It would be a mistake to try to spot a trend in 
any of these developments. Because the seamen’s 
union controls hiring does not mean that the 
autoworkers, however farflung their demands 
may be, aspires to control hiring. Because the 
electrical union has achieved a high degree of 
joint participation in insurance and welfare 
programs does not mean that the steelworkers 
will change their program of leaving all these 
functions as a matter of principle in the hands 
of the employers. Unions differ dramatically 
from one another, because industry, leadership, 
labor markets, products and services differ, and 
it is these factors which determine what a 
union will be like. 

I should like to explore briefly one more 
dimension of this analysis. Unions differ greatly 
over time. Unions today are not what they were 
15 or 20 or 30 years ago. As recently as 1932, 
unions had no legal status whatever. They ex- 
isted in a legal no man’s land. Achieving recog- 
nition was a product of the exercise of solidarity 
in action through the closed shop, collective bar- 
gaining and the use of the strike when necessary. 
The Norris-LaGuardia Act gave unions an im- 
plicit right to exist and explicitly a right to do 
so without legal harassment through the use of 
the injunction. The NRA in 1933, the Wagner 
Act in 1935 gave unions the right to bargain 
collectively and outlawed the company union 
in the sense of a union dependent financially 
upon the employer. This expression in legisla- 
tion of a public policy favoring collective bar- 
gaining and recognizing the union as the repre- 
sentative of the individual worker radically 
changed the role, the functions and the methods 
of unions. Yet history is bound to leave its mark. 
The unions’ necessary reliance on self-help and 
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self-help alone in the days before these important 
enunciations of public policy on labor-manage 
ment relations has left its visible traces in the 
modern union. 

Let us take as an example the field of indus- 
trial medicine. In the old days, particularly in 
industries in isolated locations such as mining, 
lumbering or the maritime trades, two things 
happened; one was that the companies early 
developed medical departments, and then very 
often used them as a weapon in their war on 
the unions. The doctor in the silver and lead 
mines in the west during the period when they 
were organized by the Western Federation of 
Miners was expected to find ways of getting rid 
of the union agitator by declaring him physically 
unfit for work in the mine and hence ineligible 
to remain in the vicinity occupying a company 
house. The miners in the bituminous and anthra- 
cite coal fields were almost as anxious to be 
freed of the compulsory deductions for doctors’ 
“services” as they were to get a checkweighman 
to enforce a loading ton of 2,400 pounds instead 
of 4,000 pounds. 

The second development was on the positive 
side. Because many of these trades were hazard- 
ous, workers could not buy personal insurance 
against the hazards of their trade, even if they 
had been able to afford to do so. As long as 80 
years ago the railroad unions set themselves up 
as beneficial societies, furnishing sickness, acci- 
dent and death benefits to their members. Even 
today the railroad worker pays his dues in two 
sections. One amount is an insurance premium, 
the other his regular dues. His union actually 
has a bigger staff at national headquarters 
running its insurance company than handling 
its “normal” union functions. These vestiges of 
an older time and its bitter experiences still 
shape the way in which these unions go about 
their business and the way in which they look 
at the functions they will perform for their 
members. It is undoubtedly not accident that 
the United Mine Workers were the first union 
to establish a medical program so broad in its 
scope that it not only pays welfare benefits but 
has actually established a chain of hospitals, 
which care not only for the miner but for his 
family. 

On the other hand, younger unions including 
the big industrial unions founded in the ’30’s 
have dealt with a different kind of situation. 
In many of the companies with which they came 
to deal, elaborate medical programs were already 
established. They have therefore directed their 
attention to supplementing services, increasing 
benefits, increasing coverage, and in some cases 
sharing in the administration of these pro- 
grams. 
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Because these unions include semiskilled and 
unskilled workers, they have not always had the 
leverage for raising hourly rates. They have 
therefore directed their attention instead to 
pressing for legislation which would provide 
for various kinds of government programs whose 
effect would be so to raise minimum standards 
and to provide benefits. They thought of such 
an approach as helping their members in two 
ways; first by guaranteeing them a minimum 
level of health and income security, and second 
by providing a floor above which the union could 
build its demands. 

The old craft unions regarded themselves as 
strongly self-sufficient and able to do without the 
help of government. The high degree of skill 
among their members, their control of admission 
to the trade and of hiring through the union, 
even today as in the past, enable them to estab- 
lish such positions of power that they can 
achieve wages and conditions far above any 
minimums that could be set by legislation. The 
industrial unions, on the other hand, dealing 
with vast masses of workers, without labor 
market control and without the bargaining 
leverage which skill gives look upon government 
and legislation from a different point of view. 
The cooperation of such unions with government 
goes far beyond legislative lobbying to close 
cooperation in the administration of certain 
programs. In cases like those of the garment 
workers and the hotel trades in several cities, for 
instance, a close alliance has been worked out 
between the union and the state employment ser- 
vice in the operation of hiring halls. 

We can therefore differentiate between at 
least two general attitudes within the labor 
movement in respect to government; between the 
unions which want, even in 1959, to be self- 
sufficient, using the strength of their position 
in the labor market to improve wages and con- 
ditions, and those unions whose membership has 
only the power of numbers and who feel them- 
selves importantly assisted in gaining conditions 
for their members when government intervenes 
to set down minimum standards of safety in the 
workplace, and wages and hours at work, and 
to equalize some of the risks of unemployment, 
old age and health. These differences in attitude 
born of differences in power have a good deal to 
do with explaining the way in which unions will 
differ as they make demands upon the employer 
even in the field of medicine. 

I mentioned earlier, the origin of certain 
unions’ interest in medical programs. In line 
with the differences we will now expect to find 
between individual unions, we will not be sur- 
prised that circumstances in mining, in railroad- 
ing, in lumbering, in the maritime trades, for 





example, have focused the attention of the unions 
in these trades upon medical problems. The 
physical exertion demanded of these workers, 
together with the intensity of the labor-manage- 
ment struggles which have characterized these 
industries in the days before the law laid down 
certain ground rules and when battles were 
closer to armed warfare than to debate or nego- 
tiation, turned these unions’ attention to the 
physical needs of their members at the same 
time that they realized that the employer could 
not be depended upon to meet them. 

The introduction of workmen’s compensation 
legislation even before World War I was _ sup- 
ported by the most self-sufficient unions as the 
first necessary step in reducing the hazards to 
which workers were exposed in their employ- 
ment and the losses which they suffered through 
industrial accidents. 

At about the same time union leaders in the 
garment trades, imbued with socialism and 
viewing the union as an agent of social reform 
and of social service to its members, established 
the Union Health Center in New York City. 
Tuberculosis, the scourge of poverty, was an 
occupational disease in the tenement shops which 
housed the garment trades. Hence the Interna- 
tional Ladies’ Garment Workers, along with the 
railroad unions, the typographical union and the 
beneficial societies set up among the socialist, 
Jewish workers established tuberculosis sani- 
toria for their members. As government aid be- 
came available under federal and state public 
health and social security programs, many of 
these institutions were abandoned or modified. 
However, many of labor’s health agencies have 
endured well into the modern period. 

In the 1920’s, it was not labor but management 
which undertook to provide all-embracing wel- 
fare programs. During this period labor suffered 
a severe set-back in membership, in prestige 
and in influence. The struggle between labor 
und management was no longer cast in the 
military battles of the Colorado and Idaho labor 
wars; they took the more subtle and refined 
form of open shop campaigns and ‘American 
Plans.”” Indeed management was so successful 
in waging war in this arena that it sought to 
insure its dominance by establishing medical 
services, profit-sharing, recreation and _ retire- 
ment plans, stock purchase schemes and indus- 
trial social service bureaus. Some of these pro 
grams often further insured against even the 
possibility of union penetration by having their 
administration set up ostensibly or actually some 
form of employee-representation plan. In this 
era, joint undertaking was at the behest and 
urging of management. 

The depression, which had so many ill effects 


upon working people and business alike, had 
the effect in this particular area of wiping out 
profit-sharing and company welfare schemes. 
These could be and had to be dispensed with 
when times got tight. 

The New Deal period saw a new attack upon 
the problems of health and welfare, this time 
derived from a new and altogether generally 
accepted notion of public responsibility for such 
risks and expenses. Along with the realization 
of old age and unemployment insurance came 
the discussion of a national health insurance 
program. Miss Frances Perkins, the Secretary 
of Labor at that time and the person chiefly 
responsible for getting the social security pro- 
gram drafted and through Congress, comments 
in her book. The Roosevelt I Knew, that a great 
moment was missed in not pushing a national 
health insurance program at that time when 
it would have gained public support and accept- 
ance. Now, 20 years later, opinions will vary 
as to whether this opportunity was happily or 
unfortunately missed. Certainly at no point 
since that time has a comparably favorable 
opinion arisen to support such a program. 

Whether it was good or bad that a national 
health insurance program failed to become a 
reality in the thirties, the fact is that its absence 
raised many problems with the unions, as_ to 
what kind of security against the expenses of 
illness could be found for working people. 

The clock struck on this particular issue dur- 
ing World War II. The freeze on wages permitted 
the unions to ask for comparable improvements 
in the noninflationary and hence acceptable form 
of fringe benefits. The miners’ union led off 
with its successful demands in 1945 and 1946 
for a royalty payment on the ton of coal to 
finance a health, welfare and retirement pro- 
gram. Other unions, other industries fell rapidly 
into line so rapidly, that now, looking back, 
it is hard to realize that within a couple of years 
the otherwise revolutionary proposal of em- 
ployer-financed, union-managed medical plans 
was not only accepted but in full operation; had 
indeed become so essential a part of the para- 
phernalia of collective bargaining that no major 
negotiation today is thinkable in other than 
‘“‘nackage” terms. 

Because other undertakings of John L. Lewis 
excited and alarmed the Congress, and because 
the feeling against labor was rising as labor 
grew rapidly in size, in power and in the scope 
of its undertakings, the Taft-Hartley Act of 
1947 set many limitations on labor activities, 
and expanded the area in which employers might 
function in labor management relations. Among 
other new regulations laid down in the act was 
the one requiring that the employer, who financed 
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these plans, must share in their administration. 

Many employers, either out of apathy or 
out of inability to function in the face of over- 
whelming power in the hands of a union’s repre- 
sentatives, abdicated their responsibility for 
administration of these plans. As a result, not 
a large number, but nevertheless a dramatic 
series of instances, arose in which the union 
administrators were found guilty of corruption 
and mismanagement. The Douglas Committee 
which conducted the original investigations of 
these irregularities proposed salutary legisla- 
tion, legislation which was approved and sup- 
ported by the AFL-CIO and by most unions. By 
and large, that legislation has had to do chiefly 
with controlling the financial accounting for 
these programs, and has little to say about the 
kind of program or the kind of policy making 
which the joint trustees of these bodies are ex- 
pected to undertake. In a word, the major prob- 
lems still lie, as they should and as government 
intended they should, with the labor-management 
trustees who carry responsibility for them. 

The trade union movement, in its entirety, 
has been the object of considerable governmental 
concern since the war. Regulation of the internal 
affairs of unions as well as of their relations 
with management has marked the efforts of 
Congress as a result of the disclosures of the 
McClellan Committee. We have not by any 
means yet seen the end of attempts to regulate 
unions, not solely in respect to their health and 
welfare or other financial activities, but in re- 
spect to all of their operations. Under the force 
of economic circumstances, under the pressure 
generated by their own internal dynamics, and 
with the rise in public concern about the way 
they operate and the power they are able to 
accumulate, unions have become the object of 
considerable regulatory legislation. This is a 
seven-league step from the time just 35 years 
ago when they were completely autonomous, 
self-help organizations. 

These great changes have affected their ob- 
jectives and methods. The new regulatory legis- 
lation will change them still further, and per- 
haps not in exactly the straightforward and 
direct way envisioned by the writers of the new 
statutes. One of the greatest results of the 
Taft-Hartley Act, which sought to take unions 
out of politics by putting a bar upon their con- 
tributions to candidates in federal election cam- 
paigns, was in fact to arouse their interest 
afresh in political activity. Even the old AF of L 
unions in 1947 immediately after the passage 
of Taft-Hartley formed Labor’s League for 
Political Action, aping the more radical CIO’s 
Political Action Committee against which Con- 
gress had legislated. The merger of the two 
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federations in 1955 merged these two agencies 
into the present Committee on Political Educa- 
tion whose activity has become one of the major 
concerns of the new federation. 

Certain other anomalies resulted from the 
attempts of the Congress to regulate union 
activity. One objective of the Taft-Hartley Act 
was to “free the union member from the domina- 
tion of his union.” The Landrum-Griffin Bill is 
even more clearly animated by the same _ pur- 
pose. 

The effect of Taft-Hartley has been, how- 
ever, to tighten the control of the national union 
over its locals and to centralize power rather 
than to decentralize and democratize it. For- 
merly many unions, particularly those operating 
in local labor markets, left their locals quite 
free to strike, to negotiate and to bargain, often 
not even requiring them to report to the na- 
tional office what contracts they had made. Such 
a practice is almost unheard of now. Because of 
the requirements of “responsibility” put upon 
unions, the national office now insists on co- 
signing all contracts and wants to be sure that 
both the writing and the administration of the 
contract conform to national office standards of 
acceptability. It sends its representatives into 
local negotiations and into local union meetings; 
the national often formulates the demands and 
notifies the locals what they are. This state of 
affairs has resulted from an act which was writ- 
ten, among other reasons, to bring greater 
democracy to the local union and greater free- 
dom to the individual union member. 

It is safe to guess that the Landrum-Griffin 
Bill will have some of the same kind of effect. 
It is inevitable that the international union 
as the body which charters and in the last 
analysis is responsible under the law for the 
agreements and acts of its locals is going to 
have to be more firmly than ever in control of 
the management of the internal affairs of the 
local union which are the subject of concern 
of this act. 

It is possible that this is precisely what the 
act should do or was even intended to do. It is 
not the way the act reads. For what my proph- 
ecy is worth, the act, in the end, is going to 
provide less freedom rather than emancipation 
of the member in his local union, simply because 
the national unions will have to be more con- 
cerned about and hence more closely observant 
of, more closely in control of, their locals. They 
will by the very fact of operating well within 
the limits of the law, observing all its sections 
and paragraphs as they are bit by bit clarified 
and interpreted, and by more tightly centraliz- 
ing authority under a more bureaucratic sys- 
tem of control. 





A description of the medical and 
hospital program of the United Mine 
Workers of America, Welfare and 
Retirement Fund, the largest labor 
medical care program for a specific 
group. 


Medical Care—A Fringe Benefit 
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ntil about 1890 a laboring man in this 
U country earned about one dollar a day. Of 
course, that dollar would buy much more than 
it will now. About this time in our history, a 
man named Samuel Gompers set about organiz- 
ing workers on the basis that everyone was en- 
titled to fair compensation for his toil and to 
some enjoyment in life. He organized labor on 
a just basis. The man who worked conscientiously 
had the kind of opportunity which was taken 
advantage of by many people who rose from 
rags to riches. Nowhere in history have so many 
received so much through opportunity, and re- 
turned so much to others through labor, as in 
these United States. The economics of the prac- 
tice of medicine have been greatly affected by 
this country’s change from a_ predominantly 
rural agricultural society to an urban industrial 
society. 

As our society became more complex, it was 
found that when a serious illness arose, a family 
may be set back as much as a year’s earnings. 
Since the early days of our history, people have 
joined together for the pooling of funds to 
meet the cost of unexpected illness or injury. 

Medical care plans for industrial workers are 
not new, although they have come into promi- 
nence and have caused a lot of discussion in the 
last few years. Many medical care plans existed 
before 1900. In the old days, most of these 
plans were sponsored by management to provide 
comprehensive medical care in isolated areas 
where medical personnel and facilities were 
not readily available. The oldest management 
medical care plan in existence today dates back 
to 1868. The first union health center, that of 


the International Ladies’ Garment Workers 
Union, came into existence in 1913. 

The years have seen changing disease pat- 
terns, technical advances in medical care and 
a wide application of the insurance principle 
in providing payment for medical care. From 
the patient’s point of view, medicine has become 
increasingly efficient as well as expensive and 
complex. Today’s worker is very much aware 
of his need for a comprehensive and coordinated 
health service and relies on prepayment ar- 
rangements to take care of its high costs. 

Developments during and after World War II 
helped to stimulate the growth of union health 
and welfare programs under collective bargain- 
ing. With the wage and hour freeze, fringe 
benefits assumed great importance and the rul- 
ings of the National Labor Relations Board, 
and later of our courts, that health and wel- 
fare funds were a subject for collective bar- 
gaining, caused many labor unions and employers 
to cooperate in setting up such programs. These 
medical care programs may be labor sponsored, 
joint labor-management sponsored, or entirely 
management sponsored. They may cover all the 
way from less than 100 employees to something 
in the neighborhood of one million beneficiaries. 
They may cover only the worker himself or 
the worker and his dependents. The plans pro- 
vide a variety of services, all the way from 
purely diagnostic services in a union health 
center to complete in-hospital and office care to 
all members and dependents. 

Most unions are attracted to a comprehensive 
closed-panel medical service plan on a prepay- 
ment basis because the cost can be covered by 
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a predetermined premium and the competency 
of the participating physicians may be assured. 
There is little or no enthusiasm for the insurance 
company cash indemnity approach, although 
many workers today have the typical hospital- 
surgical indemnity policies. Under these policies, 
they have the problem of limited coverage for 
themselves and for their dependents. With 
higher cost and increased utilization of these 
programs, has come the need for higher premi- 
ums or reduction in benefits. Some physicians 
unfortunately seem to look on insurance as 
ability to pay, so, have taken advantage of it 
to raise their fees. 

Some unions have purchased coverage through 
local direct service plans such as the Kaiser 
Health Plan on the West Coast, or the Health 
Insurance Plan of Greater New York. In a few 
places like San Joaquin County, California, the 
medical societies have set up their own founda- 
tions to negotiate service contracts with labor 
unions. Other unions have supported their own 
health facilities and some have set up union 
health centers. One of these in Philadelphia is 
now proposing to build their own hospital. The 
union health centers have made a deep impression 
on the entire labor movement. 

Organized labor’s health goal is relatively 
simple. Labor wants comprehensive medical care 
on a prepaid basis at cost within everyone’s 
reach, for every worker and his family. As used 
here, comprehensive medical care aims at the 
prevention of illness, the care and relief of 
sickness, and the promotion of physical, mental 
and social health of the individual laboring man 
and his family. 

With a greater demand for service benefits, 
management is becoming more concerned with 
the factors that affect the cost of health bene- 
fits and how they can secure more effective and 
efficient use of management and labor-manage- 
ment administered medical care funds. Manage- 
ment has long recognized the value of a healthy 
working force in increased efficiency and in 
keeping absenteeism to a minimum. In most 
cases, they are only too willing to help secure 
good medical care for their employees. 

The medical care program with which I am 
associated, that of the United Mine Workers of 
America Welfare and Retirement Fund, is the 
largest of such plans in the country and covers 
one million beneficiaries, bituminous coal miners 
— working, retired and unemployed — and their 
wives, dependent children and certain other 
eligible dependents. It is the plan that has 
aroused the most controversy in the last several 
years. 

The Fund was first established in 1947, pursu- 
ant to the Labor-Management Relations Act of 
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that year, as an irrevocable trust to be located 
in Washington, D. C. In conformity with terms 
of the trust agreement and with federal statutes 
governing trusts, the fund is organized and 
administered by a board of three trustees as a 
separate entity, independent of the union and 
the coal operators. 

The fund revenues derive from royalty pay- 
ments on each ton of coal produced for use or sale 
by coal operators signatory to the agreement. 
This royalty payment is, at the present time, 40 
cents per ton. Operations of the trust fund are 
on an industry-wide basis and its authorized 
benefits reach beneficiaries in 27 coal mining 
states. 

The medical and hospital program of the 
UMWA Welfare and Retirement Fund can claim 
certain distinctions: (1) it is the largest labor 
medical care program for a specific labor group 
under the direction of physicians, both in terms 
of money spent and people served; (2) it is a 
medical care program charged with the secur- 
ing of the best quality of medical service 
available; (3) it is based on the principle that 
the cost of maintaining the manpower in the 
industry in a workable and healthful condition 
is just as much a part of the cost of production 
as steel rails, taxes, lubricating oil or any other 
item that goes into the cost of production; (4) 
it has been investigated by Congress, even be- 
fore the McClellan Committee, and given a clean 
bill of health; (5) some of its actions have 
been commended in the Journal of the American 
Medical Association in these words, “Labor 
leaders, labor union medical administrators and 
physicians everywhere can learn valuable lessons 
from the way in which organized medicine and 
the United Mine Workers have sat down to- 
gether to iron out a host of difficult problems”; 
(6) it has received a citation for distinguished 
service from the President’s Committee on Na- 
tional Employment of the Physically Handi- 
capped; (7) it has received an award from the 
National Rehabilitation Association for courage- 
ous and inspirational action in pioneering re- 
habilitation services for the severely handi- 
capped; (8) it has received the coveted Lasker 
Award given by the Mary and Albert Lasker 
Foundation for humanitarian service which 
exemplifies. the best in medicine, in social ac- 
complishment, and in social consciousness; (9) 
a spokesman for the coal industry has expressed 
satisfaction with the fund stating, “Management 
has benefited from the medical program and its 
role of stabilizing employment and preventing 
migration of skilled workers in periods of cur- 
tailed production’; (10) the hospitals of the 
Miners Memorial Hospital Association have 
been given approval by the Joint Commission 
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on Accreditation of Hospitals and approved by 
the AMA for residencies; and (11) the Ameri- 
can Medical Association and numerous state and 
local medical associations have, at times, con- 


demmed it. 

The benefits provided by the trust fund are 
authorized by the trustees. The trustees have 
full and final authority to revise, suspend, or 
terminate the benefits at any time. The trust 
fund pays the entire cost of all the benefits it 
provides. Eligibility for benefits is determined 


by the trustees. 

At present, benefits authorized consist of pen- 
sion benefits, hospital and medical care benefits, 
widow and survivors benefits and mine disaster 
benefits. The hospital and medical care benefits 
are made available to the extent and in the 
manner determined by the director of the fund, 
through medical, health and hospital service. 
The fund’s executive medical officer has full 
and final decision over the physicians and hos- 
pitals for whose service trust fund payments 
will be made. 

Under the medical care plan, the bituminous 
coal mining area is divided into 10 operative 
areas, each with an area office similar to the 
one in Louisville, Kentucky, under the direc- 
tion of a physician — the area medical ad- 
ministrator. It is his job to arrange for the 
purchase of service within his geographic area. 
He is responsible for every dollar of trust fund 
moneys spent for purchase of service and to 
vouch to the trustees of the fund that such 
service purchased for any beneficiary is needed, 
of high quality and at a just cost. In theory, 
all services rendered for fund payment are 
directly authorized by the area administrator 
or subject to prior authorization in one form 
or another, without which the fund assumes no 
responsibility for payment. The individual ben- 
eficilary, as a patient, has no vested interest 
such as an insurance program may offer. 

The benefits available under the plan are (1) 
hospitalization for as long as medically indi- 
cated, (2) services by a physician in the hos- 
pital, (3) specialist services in the office or 
out-patient department of a hospital, (4) special 
duty nurses, (5) certain relatively expensive 
drugs needed for treatment of chronic con- 
ditions, and (6) diagnosis and treatment of 
psychiatric conditions when prognosis indicates 
that short term therapy. will be adequate. The 
fund does not pay for (1) home and office 
care of a general practice nature, (2) ordinary 
drugs used outside the hospital, (3) services 
that other agencies are obligated to provide, 
or (4) dental service. 

In 1952, the Miners Memorial Hospital As- 
sociation was incorporated and a chain of 10 


hospitals have been constructed in the east 
Kentucky, Virginia, West Virginia coal mining 
area. Seven of these hospitals are located in 
Kentucky. They have now been in operation for 
almost four years. The hospitals are organized 
on a regional basis with three central hospitals 
and seven satellite hospitals. The smaller hos- 
pitals have a minimum full-time specialist staff 
of a surgeon, an internist, a pediatrician and 
an obstetrician-gynecologist, with a number 
of general practitioners. The large hospitals 
have a much larger staff of specialists with many 
of the subspecialties represented. The specialists 
at the large hospitals are available on a con- 
sultant or referral basis to the physicians in 
the smaller hospitals. These hospitals are all 
organized as open staff community hospitals 
and any physician in the area who applies can 
be admitted to staff privileges in line with his 
training and experience. The hospitals have 
all been approved by the Joint Commission on 
Accreditation and two of them have been ap- 
proved by the AMA for residency training in 
surgery and medicine. At the present time, 
there are over 200 physicians on full-time salary 
basis at the hospitals. Each hospital has a staff 
educational program to which all physicians 
are invited. A number of research programs are 
being carried on in the hospitals. 

Why were the hospitals built in this area? 
Kentucky’s eastern mountain counties have long 
been a medically underprivileged area. Before the 
construction of the Miners Memorial Hospitals, 
the 44 counties in this area of Kentucky had 
one-third of the state’s population but only 
one-fifth of the state’s doctors. Pike County 
had one doctor for 3,121 population, Floyd 
County had one for 4,458, Perry one for 2,451, 
Letcher one for 2,470, and Knott one for 5,068. 
In comparison, Jefferson County, with Louis- 
ville, had one for 650 population and Fayette, 
with Lexington, one for 510. At the present 
time, even with the addition of the physicians 
in the Miners Memorial Hospitals, no county 
has more than one doctor for 1,500 population. 

What about existing hospital facilities in the 
area? The area covered by the Louisville office 
had four church and eight proprietary hospitals. 
Only two hospitals in the entire area were open 
staff. None were approved by the Joint Com- 
mission on Accreditation of Hospitals. Most of 
the proprietary hospitals operated with a med- 
ical staff of two or three physicians and a nurs- 
ing staff of one to three registered nurses, with 
the remainder of the staff being locally trained. 
There had not been one cent of Hill-Burton 
money spent on hospital improvements in the 
coal mine area of east Kentucky. 

With the opening of well equipped, well staffed 
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facilities, the fund decided not to pay for care 
in hospitals of the area where adequate service 
was available through the new hospitals. We 
continue to pay for use of several hospitals 
of the area where experience indicated a need 
and all physicians of the area were offered 
staff privileges in the new hospitals. This dis- 
continuing of payment to some hospitals has 
met with disfavor as you might expect and 
has caused at least five small proprietary hos- 
pitals to close their doors. Most of these had 
paid for themselves several times over. Although 
they had served a purpose, they were no longer 
adequate for present day medicine. 

In four of the counties the county medical 
society has refused membership to the full-time 
staff physicians in the Miners Memorial Hos- 
pitals located in these counties. Many of these 
same county medical society members are on 
the hospital staffs and participate fully in the 
medical program of the fund. 

In 1954, the American Medical Association 
appointed a 15 member commission to make 
a study of medical care plans. This commission 
reported to the December, 1958, Interim session 
of the AMA. No action was taken at this time 
but the report was held over for the July, 1959, 
meeting and copies were distributed to all mem- 
bers. The House of Delegates at Atlantic City 
in June, 1959, accepted the report for informa- 
tion only, but adopted the recommendations 
with only slight changes. The reference com- 
mittee report stated, “The Commission con- 
cludes that there is no generally held opinion 
declaring that participation in closed panel med- 
ical care plans would render a physician un- 
ethical.” 

The following statement on free choice of 
physician was adopted. “The American Med- 
ical Association believes that free choice of 
physician is the right of every individual and 
one which he should be free to exercise as he 
chooses:, Each~ individual should be accorded 
the privilege to select and change his physician 
at will or to select his preferred system of 
medical care and the American Medical Associa- 
tion vigorously supports the right of the individ- 
ual. to choose between these alternatives.” 

Before the advent of the fund, the working 
miners and their families in many places had 
no choice other than the camp physician em- 
ployed by the company. Unemployed and dis- 
abled miners with no income had no choice 
other than a physician who would accept them 
free of charge for such limited treatment as 
he could afford to offer. 

Contrast this situation with the free choice 
of physician which now prevails through the 
medical benefits which the fund has made pos- 
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sible. Instead of one physician, a_ beneficiary 
now has a wide free choice from the many phy- 
sicians whom the fund pays for services. More 
than 7,000 physicians were paid by the fund 
during the past year. In many mining com- 
munities the fund at present pays any phy- 
sician whom a beneficiary may choose. In other 
communities he has free choice from among 
a majority of physicians who desire to serve 
beneficiaries. If necessary, a beneficiary may 
be referred to any of a large number of spe- 
cialists with whom the fund has made arrange- 
ments. Beyond this, he may be transported at 
fund expense to one or another of the great 
medical centers of the country where a team 
of physicians, if necessary, will be paid by 
the fund to provide the highly specialized care 
that an individual case may require. 

During the past 10 years the fund has made 
direct payments to many thousands of phy- 
sicians of over 120 million dollars. Its payments 
to hospitals have amounted to more than 180 
million dollars. More than half a million ben- 
eficiaries have received medical care as_hos- 
pital in-patients. In addition, over eight million 
office and out-patient clinic visits to specialists 
for diagnosis and treatment were paid for by 
the fund. 

It would seem that, by increasing the free 
choice of physicians from a few hundred to many 
thousands, and placing no limit upon the ex- 
tent to which the highest quality of service 
will be provided, the U.M.W.A. Welfare and 
Retirement Fund has qualified as a leading col- 
laborator in recognizing the value and _ ex- 
panding the scope of free choice of physicians. 

Let me say that I believe that third parties 
are inevitable in modern medicine. The various 
techniques of medical practice today (solo, 
group, general practice and specialist) are all 
well established, ethical and legal, and all are 
competent to provide excellent medical care. 
“Fee for service,” “prepaid care,” “salary 
contracts” and “third party” are all ethical 
and acceptable to organized medicine. I do not 
see why they cannot all exist peaceably and 
come to some agreement on differences of opinion 
that might arise. 

The industrial physician, in order to fill his 
role as an advisor to management in medical 
matters, must keep up with developments in 
the medical care field.. The industrial physician 
should be prepared: to assume a position as 
a liaison officer between medicine and labor in 
assisting them in understanding each other. 
Medical care programs must be given a chance 
to develop along ethical lines. No problem can 
be solved well if those most competent to advise 
hang back and ignore it. 
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A survey was conducted among 10 or 12 leading 
companies in the Troy, New York, area, em- 
ploying 400 to 2,000 workers, to determine their 
experiences with medically based job changes, 
and to check the terminology used in company- 
union agreements on the subject. 

This group of industrial concerns contacted 
represent a good cross section of both light 
and heavy industry, locally based companies, 
as well as several components of large multi- 
plant organizations such as Ford. I chose only 
those under company-union agreements. I found 
that all of them, from time to time, have en- 
countered problems involving the need for chang- 
ing an employee’s job because of medical limita- 
tions. The number of cases arising among the 
various firms varied in number, depending on 
the size of the plant. 

There are two main categories of cases usually 
encountered in connection with medically based 
job changes. The first one deals with occupa- 
tional, or nonoccupational illnesses or injuries, 
which may result in an employee being left 
permanently or temporarily in a condition so 
that he is not able to perform his regular job. 
The second category consisted of cases arising as 
a result of employees simply becoming infirm or 
losing their deftness, as a result of advancing 
age. In fact, I found in two or three instances 
that cases arising from those causes exceeded 
those in the first category. 

It would be possible to list a third category 
by including the industrial workers on layoff 
status becoming either ill or involved in an 
accident so that they could only perform a 


job suited to their limitations. Few cases arise 
from this group. 

After completing this survey, I came to the 
conclusion that the problem faced by industrial 
management in connection with medically based 
job changes will probably never be classified 
as one of the major difficulties of industrial 
enterprise. A case could be a bit of a head- 
ache from the standpoint of having to find a 
place for a particular person, but those situa- 
tions are few, and I don’t think there will ever 
be serious labor-management relation problems 
resulting. 

It is possible to find a case where a dis- 
abled employee is not able to work at any- 
thing or is limited to a specific type of work, 
such as a blind man who would have to work 
with his hands from a sitting position. The 
average firm seldom has very many jobs available 
to fit these disabilities. However, I think the 
industry generally finds a way suitably to em- 
ploy their average disabled worker in a pro- 
ductive manner. 

My findings also established that among 
all the companies the language found in the 
company-union agreements which I checked was 
quite limited on the subject. As a matter of 
fact, one company-union agreement checked 
did not contain a single word on the subject. 

Several dwelled more at length than others on 
procedure to follow or on some particular item 
referring to the manner in which a job would 
be changed for certain individuals, or perhaps 
on how long an employee could stay on a 
definite job at a particular rate. Except for 
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things like that, the terminology found in the 
various agreements was limited. 

One company agreement stated, “Transfers 
due to disability and age shall be determined 
between Management and the Union.” Nothing 
more was said. Another read, “An employee re- 
turning from medical leave of absence will 
be entitled to the job he can perform in line 
with his seniority.” 

Still another provided, “If the employee re- 
turns to work at the end of his leave, he will 
be assigned to his former job if he is capable 
of performing it.” And then it continues, “He 
will be transferred to any open job he is capable 
of doing.” 

When agreement language is limited like this, 
obviously, if the program is going to be suc- 
cessful, a lot of the procedure has to be based 
on company policy and past practices established 
or agreed upon by company and union repre- 
sentatives. Usually, most cases which are not 
specifically described in agreement language 
are settled on the basis of merit, usually after 
discussion with the union. In speaking of union 
accord, the President of Local 930, UAW-AFL- 
CIO, the Green Island Ford local, authorized 
me to state for him that in his opinion at our 
plant everything within reasonable limits is, 


and has been, done to place employees on jobs 
which they are able to do in line with their 
seniority in connection with medically based job 


changes. 

Regardless of the exact wording found in 
the various agreements, there seems to be a 
tendency on the part of most company repre- 
sentatives taking care of these problems to often 
go a little bit further than the bare contract 
language. This is found particularly if the per- 
son involved is a long service employee. 

In virtually all company-union agreements 
checked it was noted that seniority was definitely 
a determining factor as to how long an impaired 
employee could be kept on a different job de- 
pending on his recovery. In the event of re- 
duction in force due to schedule changes, in 
practically all cases, impaired employees could 
and would be affected the same as unimpaired 
employees depending entirely on when their sen- 
iority dates came up. There is nothing unfair 
in this since if they were not affected the same 
as unimpaired employees, one would be treat- 
ing them as a preferred group, giving them 
rights that no other employee would have. 

In one company agreement I found an ex- 
ception to what I have just stated. In this in- 
stance the agreement gave management the 
right in cases of occupational injuries (com- 
pensation cases) to by-pass the individual af- 
fected in force reductions at the discretion of 
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the company. There was a requirement that such 
cases must be discussed with the local union 
before by-passing, but it was primarily for 
purposes of notifying the union and not a case 
of requiring their approval. There was a sensi- 
ble reason for this type of discretionary author- 
ity. About the only time this right was found 
to be exercised it was done to avoid laying off 
a particular employee who had been hurt in 
the company, and because his limitations would 
have required him to become a public charge. 
In the few such instances known that the right 
was exercised, the union representatives con- 
cerned also had given their full accord. It 
wasn’t a case of simply carrying the man. The 
work he was assigned to do was productive 
and he was able to do it and at the same time 
he was able to lead a decent life. 

Three companies contacted indicated that they 
had agreements which stipulated that impaired 
employees moved to other jobs, particularly lower 
rated jobs, could retain their higher rates for cer- 
tain periods of time. However, all stipulated that 
if the condition continued beyond a certain point 
the affected person would be reclassified to the 
lower rate and continued on for as long as 
the disability continued. The bulk of the com- 
panies contacted, however, followed the prac- 
tice of reclassifying the affected person to the 
new job and lower rate, if that were the case, 
at the time of transfer. In practically all com- 
panies contacted, the personnel handling these 
matters indicated that they kept specific jobs 
separate from the rest which were utilized for 
the most part to accommodate these impaired 
employees. Some of the company representatives 
even referred to them as rehabilitation jobs. I 
have reference to such jobs as porter or janitor 
work, stock counting, sitting down jobs where 
one could work only with his hands, etc. 

The survey also revealed that medically based 
job changes were recommended only by the 
medical department and action taken only after 
such recommendation was made. One agree- 
ment indicated that the employees’ physician 
must concur with the plant physician but in 
others no stipulation was found. Frequently the 
plant physician would contact the private physi- 
cian to get more knowledge of the case and as a 
result be in a position to make a more realistic 
recommendation. I am sure that such a prac- 
tice would make sense to all of you here. 

It was found to be a fact, however, that in 
most instances where a plant physician would 
contact the private physician, the plant physician 
would make the final decision as to the recom- 
mended disposition of the case. I am personally 
in accord with that type of thinking because the 
plant physician, in the case of compensation hear- 
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ings or other instances where inquiry need be 
made, would have to take full responsibility for 
the recommendation even though he were influ- 
enced by the judgment of the private physician. 
He could not limit liability by simply stating that 
he didn’t act on his own judgment. 

There are always going to be those occasional 
instances for which little can be done. One’s 
impairment may be such that no productive 
job can be found for him. Or a company’s opera- 
tion may be such that there are no jobs which 
handicapped persons can perform. Or it might 
be that a particular plant has so many impaired 
persons that they simply do not have enough 
jobs to go around, and those that they have 
are occupied by impaired persons with greater 
seniority than the one whose placement is_ be- 
ing attempted at the moment. Generally those 
people are laid off on what we at Ford call 
medical recall. This term means that the person 
will be recalled just as soon as work becomes 
available that he is able to perform, or when 
his impairment is adjusted and he is able to 
return to his regular job. My findings revealed 
that few people were on medical recall lists. 


Employer-Union 


One of the companies contacted provided 
“make-work” jobs for impaired employees. I 
mean by the term ‘make-work,” the creation 
of a job which would permit an employee to 
report to work and draw wages. I personally 
am not in accord with this because I do not 
believe it is good from a psychological stand- 
point for anyone to be so treated. If a man 
cannot be used productively, he should be placed 
on medical recall until he can be. 

I have tried to show you the actual practices 
I find prevailing today among the leading in- 
dustrial establishments in the tri-city area. 
My findings have convinced me that in this 
area, at least, labor and management work well 
together and they have accomplished a_ lot 
through the years. I don’t know what percentage 
of company-union grievances, if any, have come 
to arbitration on this subject but my guess 
would be that they have been few. I don’t think 
that estimate is likely to change. I think it is 
becoming generally true of industrial manage- 
ments that they try to take care of their own 
disabled employees, particularly those with long 
service. 


Medical Contracts 


.. GIGLIO 


ne of the biggest problems we have today 
O is that of the small employer as he deals 
with health. It is true that the big employer 
has a plant physician, and may practice some 
form of preventive medicine, but we forget 
about the small employer with 100 employees 
or less. That employer worries about the cost 


of workmen’s compensation, and reads all ma- 
terial he may receive from an industrial as- 
sociation to keep his costs down, but pays no 
attention to health costs, because of his in- 
ability to pay for them. 

One of the problems we find is that in many 
plants throughout the state of New York there 
is not even a first-aid attendant. We are unable 
to enforce any regulations because in the state 
of New York it is not mandatory to keep a 
full-time attendant, registered nurse, or plant 
physician. 

In all contracts we cover safety rules by in- 
cluding safety and health clauses, and some- 
times we even include, “how to keep the driv- 
ing areas free from accidents.” But when we 


protest the action of the violation of any health 
rule, the employer claims that to correct the 
bad lights, or the fumes in the plant would 
cost the company thousands of dollars. This 
situation could result in the loss of jobs be- 
cause of the employer’s inability to take the 
corrective action, due to lack of money, or lack 
of understanding. 

It pleases me to hear about industries that 
are able to afford occupational health programs, 
but should we forget about the ones that 
are not able to have these programs? One of 
the things needed in small plants are publica- 
tions and education regarding the cost to the 
employer of seeing to it that his employees 
feel good, thereby making the worker produce 
for the employer. 

With industry changing, new chemicals, that 
even management knows little about, are used 
by employees. This is true not only of small 
employers, but, in many cases, of large em- 
ployers in the state of New York. 

I have heard that it is management’s func- 
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tion to supervise and control its medical de- 
partment and preventive industrial medicine 
programs, but is it wrong for the worker and 
union to participate in conferences enlightening 
the worker and union on occupational diseases, 
or the dangers of handling different chemicals, 
or the possibility of securing polio and other 
inoculations that may prevent him from getting 
sick? 

When we of the union movement educate our 
people in the direction of health programs, 
we are accused of trying to legislate into our 
state and national governments laws that will 
give us health protection. 

We are accused of lobbying on many issues 
that pertain to labor laws, but we never hear 
talk about labor lobbying for a healthier Amer- 
ican. We try to bring to the attention of our 
state and national leaders that a better oc- 
cupational health program means a better Amer- 
ican. An American worker, organized or un- 
organized, has a desire for good health. Amer- 
ican industry wants good health. Why not get 
together on a cooperative basis and all work 
for healthy Americans, because then we will 
be strong and fight any evil forces that might 
try to harm us. 

In occupational health, unions are not trying 
to establish themselves as knowing everything, 
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but I am wondering what the position of the doc- 
tors would be if the unions started some form of 
a clinic for occupational health. What reaction 
would there be to help them set up a program? 
I have found that the old specialists, the doc- 
tors, who have been in the profession for 25 or 
30 years, have been more than glad to cooperate; 
it has been the young doctors that felt they 
have spent many years in school and want some 
of their money back in a hurry. They have 
disregarded our need for service programs. 
We feel that with service programs the financial 
responsibility for the health of the individual 
and his family may be given more attention 
by doctors cooperating. 

One of the biggest stumbling blocks in con- 
tract negotiations has been in reference to 
the health clauses, and in trying to get some 
form of agreement in a contract that will pro- 
vide a good health program for the worker. 
A good health clause does not appear in many 
union contracts. Too many times the health 
problem in the labor-management field is mis- 
understood. 

I am hoping that with future industrial 
management teams safety and health clauses 
will mean more than just complying with dis- 
ability insurance or, possibly, workmen’s com- 
pensation. 


The 1959 outbreak of eastern equine encephalitis 
in New Jersey was not the first and only such 
epidemic reported in this country. There have been 
three previous outbreaks, the first of which was in 
Massachusetts in 1938. 

The virus, which is carried by mosquitoes, is 
usually transmitted to birds—seldom to men or 
horses. Thus, though the virus produces a high 
mortality rate in man, causing death in two out of 
three cases, the incidence is relatively low. 

Although a vaccine has been developed for pre- 
vention of the infection in horses none has been 
available for man except on an experimental basis. 
One reason for the delay in the development of a 
vaccine is the relative rarity of the disease. 
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It is probable that the introduction of automation, closed equipment 
and control at a distance will reduce tremendously medical prob- 
lems where they are related to chemicals. 


ndustrial medicine is a comprehensive work 
ge covers a variety of forms of medical 
practice. The variety is as great as the variety 
of operations in the specific industries in which 
medical service is given. In predicting what 
might happen to industrial medicine should 
automation become a common fact in indus- 
try, I can only speak with any degree of ac- 
curacy for the chemical industry in which I 
spent some 24 years of service, and any ex- 
tension to other industries will, in legal terms, 
have little probative value. 

I think we have learned in recent years that 
chemicals are tools, tools of industry, tools of 
agriculture, tools of the arts, tools of the 
home. The chemical manufacturing industry is 
really a tool-making industry, but these tools 
have properties not associated with ordinary 
tools. If I take a hammer, a chisel, or a car- 
penter’s plane, and place it on a level surface, 
I don’t expect it to move from that surface 
except as a result of human agency or an earth- 
quake, a high wind or an atomic bomb blast. 
That is not so with chemicals. From the very 
moment of their being born in a test tube or in 
a big reaction kettle in industry, they tend 
to move away from the place at which they were 
born. Gases diffuse; liquids flow or diffuse 
through walls of containers; solids can even 
diffuse through solids, or, if in fine particles, 
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can be wafted by breezes through the atmos- 
phere as dusts. Unless proper efforts are made 
to contain them, they wil! get onto or into the 
bodies of the workers in the industrial en- 
vironment responsible for handling those chemi- 
cals or for being in the neighborhood of their 
handling. As a result of this contact with, or 
entry into, the body, there may be produced 
conditions adverse to good health of the worker. 

There has been some. discussion about 
the real duties of an _ industrial physician. 
The major duty of an industrial physician in the 
chemical industry is to know his plant, to know 
the operations conducted in it, to know the 
conditions under which the operations are con- 
ducted, to know the points offering hazard to 
the worker as a result of the possibility of chem- 
icals getting onto or into his body, to give advice 
to management as to how best physically he 
can remedy those conditions, or to protect the 
worker and to set up a program of constant 
observation of the worker so that any adverse 
change in health produced by the chemical may 
be stopped before it results in actual injury 
to tissues or organs. 

That is an ideal function of an industrial 
physician in the chemical industry, but it is 
not new. It is not my idea. It was formulated, 
certainly, 42 years ago when Dr. William O’Don- 
ovan, Medical Officer of the British Ministry 


Industrial Medicine and Surgery 





of Health, wrote an introduction to the publica- 
tion of the British Medical Research Council 
on the subject of trinitrotoluol poisoning. That 
publication was issued after a symposium of 
the Royal Society of Medicine, because injury 
to workers from this poisoning had almost 
brought disaster to the British war effort. Effect 
on British employees was as high as 16%. 
I know, from being in England, that in the 
3ritish Army, men were withdrawn from the 
fighting lines in France to replace workers in 
the chemical industry in England. 

Dr. O’Donovan stipulated what should be 
the real duty of an industrial physician. 

What does that have to do with automation? 
Chemicals can get onto or into the bodies of 
workers handling them or in the neighborhood 
of the handling. The most effective way to 
prevent that happening is to use closed equip- 
ment, a closed system; if possible, a continuous 
system of manufacture, of which only two points 
are open, the point of introduction of the chem- 
icals to the reaction kettle, and the final point 
of exit of the chemical the final product 
into the package. 

All through the years, in attempts to prac- 
tice this form of preventive medicine, a wise 
physician has always suggested closed equip- 
ment. It has not always been practicable. It 
has sometimes been dangerous. I remember 
that in 1936 and 1937 I was investigating a 
hazard of dynamite manufacture in this coun- 
try and abroad. I was new then to industry. 
I had been in academic life as a pharmacologist, 
and I suggested that a certain piece of equip- 
ment should be closed. The dynamite indus- 
try was one of the most dangerous of any form 
of chemical industry. In fact, because of their 
high safety standards, very few accidents oc- 
curred. One of the fundamental principles of 
the safety program in that industry was that 
the worker should always see what he was doing 
and that nothing should be closed. 

Top management agreed with me, and we 
began to close equipment in these plants, but 
it was a source of great apprehension to plant 
management and superintendents of operation, 
and for a number of years, any untoward event 
in a dynamite plant was apt to be attributed 
to the fact that man couldn’t see what he was 
doing because of the covered equipment. In 
1938, I was at a Conference in Germany on 
the hazards of the dynamite industry with 
some British experts in the field, and we visited 
a plant and saw a fully closed machine for the 
mixing and manufacture of a form of dynamite, 
which was powdery and contained 6% nitro- 
glycerine. I remember standing by and _look- 
ing at it with interest. The British experts 
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were scared. They expected it to blow up at 
any moment. 

What has happened? In the last five years, 
more than one of the major dynamite manu- 
facturers in this country has introduced an 
entirely closed equipment. Nitration of gly- 
cerine, a very tricky chemical procedure, is 
continuous. The nitroglycerine is made, is neu- 
tralized, is washed in closed apparatus. The 
final dynamite is mixed with the inert materials, 
and, finally, it is packaged. Almost all opera- 
tions are in closed equipment. 

That is automation, automation almost in 
an extreme degree. That sort of automation, 
however, is not new. Such automation existed 
in the manufacture of tetraethyl lead as long 
ago as 1930. Proper automation, closed control 
at a distance, is the dream of the industrial 
physician whose job is to protect workers 
against contact with hazardous chemicals. 

This automation can be introduced in other 
than big plants. One of my jobs is to inspect 
a plant in New Jersey, and the management 
of the company has sent me complete descrip- 
tions of the operations. I find that the plant, 
which is a small one in the chemical industry, 
is completely automatic, with electronic au- 
tomation. That makes consultation and advice 
in preventive medicine much easier than it would 
be in a small plant which is doing what the 
old pilot used to describe as “flying by the seat 
of their pants.” 

It is possible, and from the medical point 
of view, probable, that the introduction of 
automation, closed equipment, and control at 
a distance would reduce tremendously medical 
problems where they are related to chemicals. 
That, however, will not eliminate industrial 
medical practice from such industries. 

No equipment lasts forever. Metals, like hu- 
mans, age. Automatic controls also fail, al- 
though now, of course, one can make packaged 
units and slip in a printed circuit, in place of 
one that has failed, without tearing down an 
operation. Pipe lines and reaction kettles need 
to be cleaned, and any closed continuous opera- 
tion must be such that there is no fouling of 
pipe lines, no fouling of reaction kettles, be- 
cause automatic control depends upon the ex- 
istence of certain pressures and temperatures, 
which are conveyed back by either electronic 
pressure devices or hydraulic pressure devices 
to control panels. 

Maintenance of these circuits will require 
maintenance men. Those maintenance men will 
be somewhat more skilled than those used at 
present, but they will be relatively few in-num- 
ber. Their hazards will be limited, probably, 
to acute exposures, rather than to the possibility 
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of a chronic small day-by-day intake of harm- 
ful materials into the body. So the industrial 
medical practice in an automatic plant in a 
chemical industry will involve seeing to it that 
the maintenance crews are in good health, that 
they are provided with the latest personal pro- 
tective devices, which they will always have with 
them. 

That, incidentally, will mean inventing new 
devices, and seeing to it that both men and de- 
vices are frequently checked, and certainly 
after any episode of acute breakdown in which 
the men have been exposed to chemicals. Chronic 
poisoning, which is the bugaboo of medical 
men in the chemical industry, will diminish. 
What will be the effect of a changeover to au- 
tomation? Here is an example which I observed. 

In the early days of the heavy chemical in- 
dustry, the manufacture of hydrochloric acid, 
as it still does, consisted of the addition of 
sulphuric acid to common salt in a _ reaction 
kettle and cooking them together to drive out 
hydrochloric acid, leaving a residue of salt 
cake, which often was still hot when the kettle 
was to be cleaned out, and which contained with- 
in it, hydrochloric acid as a gas. 

The cleaning of the kettles was done by manual 
labor. A man would shovel out the salt cake, 
put it in a wheelbarrow and wheel it to a dump. 
It expelled hydrochloric acid fumes, so one 
could not see through the green smoke even 
a few feet away. 

Curiously enough, the worker doing the job 
very seldom coughed. He did not seem to be 
irritated. We had plenty of records of examina- 
tion of the lungs and eyes and so forth. It did 
not produce any injury. In the last five or six 
years, that process has been made automatic 
in some plants. The salt comes in a freight car 
to a loading point, and then is carried by a 
conveyor to a weighing apparatus, and from 
the weighing apparatus into a reaction kettle. 

The sulphuric acid is put in by controls at 
a control panel separated by a barrier. The 
reaction is carried out. The temperature is con- 
trolled. The salt slake is dumped and carried 
away by another conveyor. No hydrochloric acid 
gets into the air. 

For the transfer from the old hand labor to 
automation, the men who worked on the old 
operation were carefully studied by management 
to see which would be suitable for this new job. 
The high proportion of them were given train- 
ing and were used in the automatic operation. 
But the plant manager then faced a peculiar 
problem. These men had a control panel with 
a series of meters, which they were taught to 
read, showing what was happening in the various 
reaction kettles, showing when a new charge 


was put in, but for many weeks, they could 
not refrain from walking around in back of 
the barrier to see whether the thing was work- 
ing. 

They were suffering from frustration; and 
that is how the plant manager described it. 
They didn’t believe what their eyes showed 
them. These were not men with a high degree 
of education. They were doing this job and 
doing it well, so one might say, “Well, this is 
just the reaction of a group of uneducated men.” 
It so happened that less than a month later I went 
to the engineering research laboratory of a big 
automotive plant. In the section of that research 
laboratory devoted to the study of fuels, there are 
a series of modern motors attached to dynamome- 
ters being studied by engineers. For safety’s sake, 
the motors were separated from the observa- 
tion point at which the engineer stood. He 
could use all types of electrical devices, in- 
cluding microphones, attached to parts of the 
motors to detect the sound of operation of 
various parts of the motor. But the engineers 
too were frustrated. They would not believe 
the noises they could hear over the microphone. 
They had been so accustomed to telling whether 
a motor was running properly by listening 
to the sound and frequency of noise produced 
by it, they insisted that management break 
through this safety barrier and put in panels 
which they could open, so they could listen to 
the motor. They were as frustrated by com- 
plete automation as were the boys who were 
uneducated, who went from a labor job to look- 
ing at panels in the manufacture of hydrochloric 
acid. This frustration, probably, will pass away. 

What situation do we face, then? Everybody 
thinks that, eventually, automation will! be merely 
a series of operations remote from a central 
control room with nothing but panels around 
the room and people pushing buttons. That is 
the case in some parts of atomic energy plants 
for good reasons. But that will not be the case, 
certainly, in many chemical plants. There will 
not be innumerable panels. 

A lot of people have the idea that a man will 
get dizzy watching that needle here and that 
needle there. As a matter of fact, the British 
have investigated and published papers. on 
that situation. I have not read anything thai 
has come to any definite conclusion as to whether 
this situation will lead to tremendous fatigue. 
I think that anyone who has seen the control 
panel of a Super G airplane or any big modern 
airplane will become alarmed at the number 
of meters in front of the pilot and would think 
that the pilot would become tremendously fa- 
tigued looking at all these meters, each one 
reporting what is happening in the heart of 
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the hydraulic system or a meter for recording 
outside radar microwave signals. 

So far as I know, apart from some sugges- 
tion in British literature, the business of watch- 
ing a lot of panels has not led to tremendous 
fatigue. 

What about the monotony of this sort of 
thing? Monotony can be serious, medically. 
Monotony can lead to stupid actions, which 
lead to accidents. A few years ago, in a meeting 
of the Delaware Safety Council, a Pennsylvanian, 
who was quite a famous manufacturer of pret- 
zels, gave a little talk on safety in his plant. 
He had been extremely proud of the fact that 
the girls he employed in his plant bending 
pretzels (they are tied in a sort of Stafford- 
shire knot when the dough is wet) were all 
high school graduates, but he said they had 
a tremendous incidence of minor injuries. 

He finally came to the conclusion that it was 
due to the monotony of the job. The girls could 
be doing this sort of job and be inattentive 
to anything going on around them. When asked 
how he solved the problem, he said he began 
to employ high grade morons. 

Monotony may be a factor, but having seen 
many of these panel systems associated with 
automatic operations in the chemical industry, 
I doubt whether that will be so. 

A chemical engineer is interested in seeing 
what is happening in a reaction. In automation 
in the chemical industry there are charts and ex- 
planations on the panels which allow one to watch 
everything that is going on in every part of 
the plant, so I do not think that fatigue and 
monotony will be serious problems. However, 
there is a serious problem ahead in some coun- 
tries. As production increases, pure manual labor 
is replaced by automatic devices. Undoubtedly, 
there will be a reduction in the hours that men 
need work in industry. It has come in this coun- 
try much earlier than abroad. 

At the I.L.O. conferences on the chemical 
industry held in Geneva every two or three years, 
the workers of Belgium and France and Great 
Britain are asking for a 40-hour week. The 
workers of South America and Central Amer- 
ica are asking for it, and they should get it, 
but there is, to some degree, a hazard in re- 
ducing the in-plant time too greatly. 

A man actually only spends 40 hours a week 
out of 168 hours of his life in the operative 
parts of a plant; frequently much less. 

The accident rate at home for workers in the 
chemical industry, as reported by the Manu- 


facturing Chemists Association, is five to 15 
times as great as it is in industry. It is a pe- 
culiar thing that attitudes toward safe usage 
of tools to watching one’s step, to leaving clear 
passageways and so forth, would seem to be 
instinctive now in many men in a plant, but 
seem to be sloughed off the minute they get 
into their automobiles and begin to drive away 
from the plant. 

There is another phase of shortening of 
working hours which can lead to difficulty. 
Not necessarily in all cases for economic pur- 
poses, but merely to keep themselves occupied, 
many men are taking second jobs. They are 
either working for themselves or they are 
working for small operators, often in hazardous 
jobs. The small operator has no idea of safety. 
He has never been taught anything about it, 
and, of course, he has no medical service. 

At the present time, in the chemical indus- 
try, without complete automation, and with the 
ever-present problem of protecting workers 
against contact with or entry of hazardous 
materials into the body, this creates a serious 
problem for the industrial physician. Many a 
man comes into the plant on Monday morning 
really not fit to face the hazards which might 
exist in his job in the plant. The control of that 
degree of unfitness is not at the moment within 
the area of discretion of management. 

This is a field in which there is need for much 
education. It is a serious matter. It cannot be 
laughed off, for accidents — fatal and nonfatal 
— away from plants, on highways, in homes, 
are the major cause of serious permanent in- 
jury, and by permanent, one can certainly in- 
clude death. 

Automation will give greater control in the 
chemical industry and in industries using chemi- 
cals that are hazardous to workers. It will 
slightly modify and certainly assist the activities 
of the industrial physician, but it will not 
solve the major problem of ill health due to 
out-of-plant activities. 

Here and in England it is not more than 
12% to 15% of the industrial population which 
is involved in 75% of the minor or major in- 
juries. It is about the same percentage which 
is involved in 75% of the loss of time due to 
sickness, and I think that recent surveys of 
the usage of Blue Cross and other plans and 
the impairment of funds by too frequent use 
of hospitalization is the result of the hospitaliza- 
tion of some 12% to 15% of the contributors 
to those plans. 





February, 1960 





IMPROVING MEDICAL SERVICES 
Through 


Labor-Management Relations, 


Legislation, 


Training and Education 


e GEORGE BROWN 


Executive Secretar, 


Committee on Safety and Occupational Health 


AFL-CIO 


afety and occupational health are in danger of 
S being talked to death. Everyone confers, and 
they meet, and they discuss, and they go home 
and nothing happens. Therefore, one of our 
goals should be to get action. 

My interest is to find a group of persons who 
are willing to discuss achieving occupational 
health through labor-management relations. 
East of the Mississippi River, the concept of a 
labor-management approach to this problem is 
far behind that of the West, or the West Coast. 

In the United States there are safety organi- 
zations that believe in safety education, but there 
are not many organizations that believe in safety 
education and safety legislation as proper means 
of reaching their goals. When you involve labor- 
management relations along with education and 
legislation, we of the AFL-CIO are alone. 

I would like to talk about labor-management 
relations within the periphery of my personal 
definition. One concept is that labor-manage- 
ment relations have a broad basis. The other is 
that they have a narrow basis. By “broad,” I 
am submitting the idea that the legislative 
achievements of our 50 states require labor- 


management cooperation here and now. 

Of all the groups of citizens who should be 
interested in this subject of occupational health, 
what better groups are there than labor and 
management? Yet, I ask you to check back in 
your memories; when have you seen labor and 
management jointly approach a state legislature 
and say, “We want this, and we want it for this 
reason and that reason”? 

Talking with people in the 50 states, we get 
the impression that the legislative occupational 
health goals today are as far from realization 
as they were 10 or 15 years ago. I don’t mean 
by that that we don’t get lip service. We do. 
We have states that have six people who are 
professionals, qualified to administer the ideals 
expressed in some vague legislative language — 
six people, where one city in that state may 
have 200,000 workers. In other states, we don’t 
even get lip service. Some states make no pro- 
vision for occupational health services. 

I would suggest that the current state of leg- 
islative progress in occupational health programs 
for workers has reached a point where you some- 
times wonder whether you are living in the 
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sixth decade of the twentieth century or in the 
middle of the nineteenth century. 

There is, to my knowledge, no definitive study 
made of the status of occupational health pro- 
grams in any of the 50 states of the United 
States. For example, who knows how much 
money per worker has been appropriated in each 
of the 50 states to protect his health? How many 
of us know how many states actually employ 
professional personnel in occupational health? 
Or where they do employ some, how many do 
they have on their staffs in relation to the num- 
ber of workers to be serviced? What is the total 
available supply of trained personnel for gov- 
ernment use, or for private use, in terms of 
industrially trained physicians, registered 
nurses, practical nurses, industrial hygienists, 
and so forth? What salaries are being paid to 
professionals? ! 

Are we just hoping that we are going to de- 
velop a group of professional people who will 
spend a major portion of their lives to be edu- 
cated and to then work for salaries less than 
some private secretaries get after three years 
of education in a secretarial school? It does not 
make sense. 

How many states actually require that occu- 
pational disease cases be reported at all? I can’t 
give those answers, but I know some states 


where the rumor is that you can “get by.” 
I would suggest that in this area of occu- 
pational health legislation, the word “prog- 


does not belong in the lexicon of the 
people who are interested in it. There is a major 
city in Ohio, for instance, that has two profes- 
sional people to administer the program of oc- 
cupational health. However, they don’t have a 
laboratory. This has been going on for some 
years. 

It seems to me that what we need here is a 
joint labor-management approach to the legisla- 
tors in every state. As responsible persons, 
labor and management could convince govern- 
ment that positive steps should be taken prompt- 
ly to make occupational health a meaningful 
program in each state. 

It is time for action. We don’t need more con- 
ferences. We know what to do. Our problem is, 
who is going to do it? 

I suggest that if we in the labor movement 
can’t find employers who are willing to stand 
shoulder to shoulder with us, we go ahead our- 
selves. We have done it before and we can do 
it again. 

In the narrow sense, labor-management rela- 
tions involve our getting around the bargaining 
table at contract time and in our daily relations 
with our employers over grievances, and so 
forth. Can you bring up the subject of occupa- 
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tional health to any collective bargaining table? 
The answer is “no.” You may bring it up to some 
bargaining tables, but when you bring it up 
to other bargaining tables you have a fight on 
your hands. That fight may be a strike. 

We hear many things. I would like to use a 
mellifluous term, “attitudes.” The psychologist 
has taken away the term, “we disagree.” Now, 
it is “attitudes.” We meet around some bargain- 
ing tables, and it is an attitude which says “No.” 
“It is none of your business.” “It is manage- 
ment’s prerogative.” 

I am the first person in the world to believe 
in management’s prerogative, and I am the first 
person in the world to believe that having estab- 
lished his rights, he follows up with his duties. 

I hear it commonly stated that every employer 
is obliged by law to provide a safe and healthful 
working condition. That is not a fact. It is a 
fact in some of the 50 states. It is not a law 
in every state. Therefore, when we talk of 
management’s prerogatives let’s not becloud the 
issue by wrapping around it assumed universal 
responsibility. If the employer asserts that he 
has prerogatives, he is really accepting a bur- 
den. If management has had this prerogative all 
these years, why have we got these conditions in 
the plants and shops which are far from any 
decent standard of occupational health? 

When rights become aged and unused, they 
have a tendency to shrivel up and disappear. 
That is precisely what has happened in many 
cases when we approach the bargaining table 
and say, ‘““‘We want to introduce the concept that 
we have something to say about our bodies and 
our lives. We want it in writing in a contract, in 
a clause which gives us the right to raise ques- 
tions and to request consideration.” 

You know, some of our people have, for years, 
gone along on the comfortable assumption that 
you don’t need it in writing; that decency and 
common sense indicate the solution to problems 
of health and safety through mutual responsi- 
bilities. 

Perhaps it is like marriage. Successful mar- 
riages do not get in the newspapers. Successful 
management-labor relations never get in the 
newspapers; what we hear of are the unsuccess- 
ful events. What we hear is that all too often, 
when a grievance is raised and causes some re- 
action unfavorable to our position, the employer 
has said, “Good. Take it to the grievance 
machinery.” We go to the grievance machinery, 
and the arbitrator says, “Show me in what por- 
tion of this contract there is a basis for my 
ruling.” We are trapped. 

We can’t cite line and verse which says we, 
as the collective bargaining agent, have a right 
to complain or raise an issue on health, because 
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the words “health” and “occupational safety” are 
not in the contract. We are going to remedy 
this, I assure you. 

In our general approach, we think these 
problems are best resolved by cooperation. 
We don’t look at the matter of safety and health 
as a source of friction. We think the employer 
is just as interested in our well-being as we 
are in our own lives and bodies. Therefore, we 
hope to approach this problem as one of mutual 
interest, to be resolved by joint action. That 
joint action around the bargaining table is a 
realistic approach to the problem of how we 
can reasonably resolve it, when, and how. 

I speak of attitudes as problems. We have 
them, too. I don’t know how or why it got 
started. We meet with people in our own ranks 
who say, “To heck with this safety stuff. The 
employer wants to keep his costs down.” We 
challenge him. We say, “How silly can you get? 
Whether you live or die is very important, and 
don’t be focusing your attention on the reduction 
of insurance rates for your employer.” 

I think the time has come to get a little ac- 
tion. I can agree that the major problem in the 
field of safety and occupational health is not 
with the large firms, firms of 500 or more em- 
ployees. It is with the small firms. I have heard 
that so many times that it is now a cliché. 

It is time to do something about this small 
employer problem. I suggest to you that the 
labor movement, structurally, is ideally organ- 
ized to do something about it. 

Let me illustrate my point. With full cogniz- 
ance of the economic costs of occupational health 
to the small plant operator, let’s consider the 
possible role of the building trades unions. 
They are essentially a local organization. They 
bargain on a local area basis. Why can’t we have 
employers in the building and construction in- 
dustry who meet to discuss wages and hours 
and other conditions, now meet with representa- 
tives of the local building trades council and 
discuss this problem of achieving safety and 
occupational health? 

There are many small contractors in the 
building and construction trades industry. Why 


can’t they meet about this? We are ready. 

Now we can go into other industrial areas. 
Every major city has a city central labor or- 
ganization. Indeed, it is through this central 
labor organization that campaigns are conducted 
to raise money for sick hearts, lungs, heads, 
ears and whatever purpose for which you pass 
a tin cup. Why can’t we have representatives of 
a small industry in a particular city or area 
deal with the city central body concerning the 
problems of safety and occupational health? 

I am sure that you immediately think of two 
well established methods. One is to have, in 
effect, a floating staff — a physician, perhaps, 
who sees a certain number of plants per day 
and gives a certain number of hours to each 
plant. On the other hand, you might think of 
the problem of setting up an industrial health 
clinic in the particular area, paid for by con- 
tributions of each employer. 

People tell me that you know these ideas are 
all right, but there are certain prerogatives 
which organized medicine wishes to observe, 
and so forth, and you are asking for trouble. I 
am not asking for trouble. I am asking for results 
in the field of occupational medicine. If a plan 
is devised which will work, then all problems 
of groups are secondary to that. If the medical 
world has problems, wait until we get organiza- 
tion established to find how we are going to get 
occupational medicine to workers. If you have 
a problem after we get that settled, we will 
consider it. We cannot, unfortunately, get into 
the jurisdictional problems that one branch of 
medicine has with another, or this group of 
doctors has with that group. That is their prob- 
lem. 

We are going ahead. More and more, you 
see evidence of the trade union movement going 
ahead. I hope we do get into some practical area 
of labor-management relations at the legislative 
level and the bargaining table level. We have 
waited long enough. 

I would prefer to go at these problems cooper- 
atively, because we have a common problem 
which requires mutual answers, and on this 
we are prepared to cooperate. 
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The Personal 


Ethel Browning 


e T. S. SCOTT, M.D. 
President, Association of 
Industrial Medical Officers 
Great Britain 


Profiles in Occupational Health 


hose whose only knowledge of Dr. Ethel 

Browning has been through her many medi- 
cal and scientific works or whose only acquaint- 
ance with her has been to hear her lecture or 
deliver a paper in her precise, calm, authorita- 
tive manner might expect her private life to be 
lived in an atmosphere of regimented regularity 
and rectangular modernity. They would be 
astonished if they visited her in her home in 
the heart of London’s West End. 

Less than two minutes from one of the 
world’s most glittering and fashionable shopping 
centres a quiet lane runs between the backs of 
the great commercial houses. You are in Bond 
Street one minute; the next you go through a 
wooden door in a high wall in South Molton 
Lane, London, W.1., and the twentieth century 
world is left behind — even the roar of Lon- 
don’s traffic is dulled. You climb the outside iron 
staircase which leads to her penthouse flat, only 
two flights up but on the roof of a city that 
has no skyscrapers. 

She will probably be at the head of the stairs 
to welcome you into her home where mellow old 
furniture and treasured antiques blend into the 
perfect decor of this old-world London apartment 
full of unexpected corners, low beams, irregular 
windows .. . and modern comfort. 

Your hostess is no austere scientist or arid 
authoress. She is a friend who likes people for 
their own sake and makes them feel that she 
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likes them. You will be at home here and you 
will know you are welcome. You are in the 
home of a gifted cook and you are going to eat 
something memorable if you stay for an English 
meal as she will surely insist you do. She is a 
fine needlewoman and my admiration of her 
work is confirmed by those who know and under- 
stand this feminine art. But the private world 
of Ethel Browning is not made up of these 
things although she is avidly interested in all 
domestic and social arts. 

Music was her first love and would have been 
her greatest love had not an accident to her 
shoulder deflected her from becoming a profes- 
sional pianist. Happily, no effects of the acci- 
dent remain and she is in fact an accomplished 
musician. 

You will want to talk medicine with her when 
you visit her in London and she will probably 
want to talk medicine with you. Try to find 
time to talk music with her and, if you can 
overcome her modest reluctance, to hear her 
play. Better still, find her in the private world 
she treasures most, her fifteenth century cottage 
in a quiet unspoiled village in the Midlands of 
England. It is here she keeps her best loved 
piano and it is to this peaceful haven that she 
escapes with her husband for vacations and for 
as many weekends as they can manage to get 
away from their busy world in London. 

With all this you will marvel that she finds 
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time for the enormous amount of medical and 
literary work she does and for the careful re- 
cording and stylish writing in which she re- 
ports it. She likes work for its own sake but 
that does not mean that she is not selective or 
discriminating in what she does. Work does not 
tire this small, deceptively frail looking woman; 
it seems to stimulate her. 

Ethel Browning struck the headlines of medi- 
cal literature in 1937 when her book, The Tozx- 
icity of Industrial Organic Solvents, first ap- 
peared. In its latest edition it is still the stand- 
ard textbook on the subject and it remains a 
lasting monument to her fame as doctor, scien- 
tist and writer. This medical classic is typical 
of the work of the authoress; clear, concise yet 
exhaustive and directly to the point. Did she 
not start on the very first page of her book with 
“benzene” which at that time posed the greatest 
problem as the most ubiquitous, insidious and 
toxic of all the solvents in general use? 

The Medical Research Council wanted to take 
stock of existing knowledge of “the effect on 
health of the solvents commonly used in industry 
and to collect the information in one volume for 
reference.” It was an inspired choice that led 
them to invite Ethel Browning to undertake 
this formidable task at a time when there were 
few textbooks, no collected literature on the 
subject, no signposts to indicate where the in- 
formation was to be found and no precedents to 
show how it was to be done. It is difficult to 
realise that when her book appeared, and for 
some three years afterwards, she was a hospital 
pathologist and that she had no direct contact 
or personal experience of industrial medicine. 
Until then her career had been what she herself 
describes as chequered, and an outstanding ex- 
ample of nonplanning. 

A fortunate sequence of events, some of them 
unfortunate in themselves, led to her writing 
this book. Denied a musical career she turned 
to medicine and we may be forgiven if we now 
rejoice at that seemingly unfortunate accident 
to her shoulder. She was graduated from Liver- 
pool University with a first class honours de- 
gree. Within a short time her career was again 
jeopardised. During her first surgical intern- 
ship she developed a streptococcal infection of 
the hand. This was the beginning of a septi- 
caemia which culminated in pericarditis. It pre- 
vented her from working for several years ex- 
cept during short remissions when she was able 
to do some work in schools and infant welfare 
clinics. Finally she was confined to bed for 
nearly two years. 

But the flame still burned. To while away the 
time she read history and she began to write. 
She found an unexpected aptitude for writing, 


especially historical articles, and a new career 
opened for her. For two years she worked as a 
journalist on a weekly literary paper. 

Interesting and rewarding as this work was, 
it could not satisfy her. As her health recovered, 
medicine charmed her back and she became as- 
sistant pathologist at St. Pauls Hospital, Lon- 
don, where she stayed for seven years. Two im- 
portant things happened to her there, two 
events which changed the course of her life and 
set the pattern of it for the rest of her days. 

Dr. E. T. Ruston, now a pathologist, was house 
surgeon at St. Luke’s in 1929. In 1931 she was 
married to this quiet, retiring, self-contained 
man whose wide knowledge on all kinds of sub- 
jects inside and outside medicine is quite ex- 
traordinary. For them the magic words of our 
childhood fairy stories have come true for they 
have indeed lived happily ever after. 

The second event which was to shape the 
course of her life was the invitation to write the 
Toxicity of Industrial Organic Solvents. Those 
who do not know the history of Ethel Browning 
might think that the publication of this book 
marked the peak of her career in medicine. In 
fact it was but the beginning. Through it she 
met Dr. John Bridge, then His Majesty’s Senior 
Medical Inspector of Factories, and her career 
in industrial medicine really began. In 1940, 
soon after the outbreak of war, he asked her to 
drop all her other work for six months to make 
clinical and blood examinations of all luminisers 
in Britain. This was urgent because of the re- 
ports from America of cases of aplastic anaemia 
and bone necrosis in girls using radioactive 
paint in New Jersey. She took on this assign- 
ment, which was to be for six months, and she 
stayed as a medical inspector of factories until 
she retired 18 years later. 

Within a year, with characteristic energy and 
application, she had expanded her researches to 
workers in ionising radiations, lead compounds, 
benzene and many other solvents whose effect 
on the haematopoetic system was known or sus- 
pected to be toxic. Upwards of 2,000 luminisers 
have been examined by her at regular intervals; 
she had 500 of them at one time, all of whom 
she knew personally; about 1,500 workers in 
benzene and upwards of 3,000 workers exposed 
to a large variety of other solvents also came 
under her care. 

It is difficult to imagine how she did all these 
haematological examinations, and, at the same 
time, conducted clinical examinations, inspected 
the jobs in the factory and advised about con- 
ditions of work. Her series of cases is unique 
in that she did all the blood counts herself so 
that her own interpretation has been applied 
to every blood sample and variations in technique 
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and interpretation by different technologists 
have been eliminated. There was no eight hour 
day or five day week in war-time Britain when 
stark necessity could brook no restrictions of 
time or limitations of effort, but the burning 
urge to work has carried her on the same wave 
of industriousness into the years of uneasy peace. 

She went into factories all over England, 
Scotland and Wales and she studied the condi- 
tions of work of many thousands of people in 
dangerous occupations. She examined these 
people and from her own first hand knowledge 
correlated the chemical, haematological and 
pathological findings with the toxic agents to 
which they were exposed and the degree of 
contamination to which they were subjected. 

Here, surely, is the essence of industrial med- 
icine, the lesson we industrial physicians must 
learn and must teach. It is not given to us all 
to have her gift of clear original thinking, her 
faculty for discarding the nonessentials or her 
capacity for hard work, but we can remember 
and apply the essential principles she has dem- 
onstrated, that the practice of industrial medi- 
cine is a human problem and that while we in 
industry are primarily concerned with the pres- 
ervation of the workman’s health we have also 
to look beyond the individual human being to 
his environment. The work of Ethel Browning in 
the industrial life of her beloved country in the 
last 20 years has amply demonstrated how the 
doctor can serve industry. She has many reasons 
to look back with satisfaction on a busy life 
of service to her fellow man. Not the least 
source of satisfaction to her must be that not 
one luminiser in Britain fell victim to the effects 
of an occupation which earlier American ex- 
perience had proved to be potentially as danger- 
ous as any front line of battle. 

Ethel Browning is at least four different per- 
sons. First, to those who have never met her or 
worked with her, she is the well-known name 
attached to a great many publications and stand- 
ard works on her chosen subjects. To detail them 
all would make this tribute read like a catalogue. 
Her Toxicity of Industrial Organic Solvents 
and other books on which she is currently en- 
gaged will inevitably go into further editions 
and her name will be perpetuated, although 
others may edit them through the years. Second, 
to those who have worked with her, she is 
the person who has helped unsparingly with 
their problems; she is the person who has in- 
spired and guided no one can tell how much 
research work or how many scientific articles to 
which her name has never been subscribed. She 
is the person on whom, for the best part of a gen- 
eration, we have so often depended for guidance 
and counsel and to whom we have turned when 
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we needed help. The person she is most proud 
to be, however, is the person whom the workers 
know. Many hundreds of them have been looked 
after by her continuously over the years and 
have had close personal contact with her. To 
them she is their beloved physician and friend. 

But her life is not all work. There is the 
fourth Ethel Browning, the lady who met us 
at the top of the stairs. She enjoys the company 
of friends and their conversation. With her 
husband she travels abroad and motors to the 
country cottage when the spirit moves them. 
Music, art, the theatre fill what remains of 
her time not taken up by reading. She has her 
human weaknesses — or are they strengths? 
She will tell you that she detests all games, 
indoor and outdoor, is congenitally incapable 
of telling one card from another or hitting any 
round ball, has little sense of direction and even 
less of financial matters. 

Dr. Browning retired from the Ministry of 
Labour at the end of 1957. Retirement to her 
means simply a new future and a fresh career. 
She is busier than ever. She is editor of a new 
work, Industrial Toxic Agents, which is now 
in preparation. This is a series of volumes each 
composed of a monograph written by an au- 
thority on the subject. They are to be published 
by Elsevier over the next year or two. In ad- 
dition to the onerous main task of organising 
and editing the work of the several authors, 
she has written the volume on Jonising Radiation. 
It is typical of her drive and energy that this 
is the first section to be completed and it is 
now in the hands of the publishers. She is also 
in the course of writing another book, The Tox- 
icology of Metals, which is to be published by 
Butterworth next year. She is a linguist with 
four languages at her command and she does 
translations and abstracts for several medical 
and industrial journals. She still keeps in close 
touch with industry, and is consultant on tox- 
icological problems to several organisations. 

Otium cum dignitate may be the goal to 
which many doctors who “scorn delights and 
live laborious days” look forward. Ethel Brown- 
ing has certainly earned the dignity and the 
honour, but she eschews ease, and in her so- 
called retirement she still lives laboriously. 

That is Dr. Ethel Browning. A tiny, tidy, 
quiet woman who has her full share of the fem- 
inine graces, untiring in her search for truth 
and honest in its declaration, fearless when the 
well-being of the worker is endangered. Friend- 
ly, approachable and sympathetic, she leads a 
full life and enjoys every minute of it. She likes 
people, she likes work, she loves life. 

But the most important thing of all is that 
people like her. 
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Observations on Extradural Hemorrhage 


REGINALD HOOPER in British Journal of Surgery, 
July, 1959 


The current accepted mortality rate of extra- 
dural hemorrhage is about 50%, although lower 
rates have been reported. The author reviewed 
83 cases encountered over 11 years with a 
mortality rate of about 20% and developed 
some interesting observations. 

Extradural clot is uncommon during the first 
two years of life, the peak incidence in children 
being between six and 10 years and in adults 
during the third decade. 

Extradural hematoma is generally seen as a 
complication of relatively mild to moderate 
blunt head injury of the closed type, resulting 
in a linear fracture of the temporoparietal area. 
The site of impact is of the utmost importance 
and every recipient of trauma to the temporo- 
parietal region must be observed with care. 
Signs of external injury are usually present al- 
though on occasion the scalp must be shaved 
to reveal abrasions. In 70% of the author’s 
cases the skin abrasion or hematoma directly 
overlay the extradural clot. 

The extravasation originates from the middle 
meningeal vessels, from venous sinuses or diploic 
veins. Those patients with rapid clinical deterio- 
ration are usually bleeding from an arterial 
source. The general features of extradural 
hemorrhage are concerned with the effects of 
the immediate injury and the _ subsequent 
rapidly expanding lesion on the patient’s level 
of consciousness. Twenty-five percent of the 
cases did not initially lose consciousness and in 
another 25% the loss of consciousness was 
transient. In another 20% the patient was un- 
conscious for a time but regained consciousness 
before surgery. The classical picture of unconsci- 
ousness followed by the lucid interval and then 
deterioration was seen in 44% of cases. Tran- 
sient improvement followed by deterioration was 
seen in 18%. Ten percent of the cases were 
operated before loss of consciousness intervened. 
Clinical features vary somewhat with the loca- 
tion of the lesion so that ipsilateral pupillary 
dilatation, pyramidal signs and weakness and 
deterioration of the conscious state will vary. 
Anterior fossa clots tend to be slower in forma- 
tion while middle fossa hemorrhages require 
surgery within 12 hours in 64% of cases. Hema- 
tomas of the midbrain may produce decerebrate 
rigidity accompanied with hyperthermia. The 
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mortality and morbidity of these lesions are 
high. Of 83 patients 32 also had associated intra- 
dural hemorrhage with a mortality rate of 48%. 

Proper operative technique stresses exploring 
the site of impact or trauma using an adequate 
bony opening. The subdural space should always 
literated after the clot evacuation and this may 
be explored. The epidural space should be ob- 
be facilitated by saline inection into the lumbar 
subarachnoid space. —-JOHN M. JOHNSTON, M.D. 


Common Sense in Manager Development 


ROBERT S. COE, in Advanced Management, Novem- 
ber, 1959 


Management has long accepted controls on 
financial and technical matters. There is no 
logical reason why it should not accept a control 
on such a vital asset as talent. 

The author mentions three elements essential 
to advancement: (1) The individual must pos- 
sess the ability and the desire to assume an 
important post. (2) He must be identified as an 
employee capable of progressing in the company. 
(3) He must be provided with assignments that 
make increasing demands upon his talents. 

Reviewer’s comment: an individual so _pos- 
sessed — with health — means executive poten- 
tial and personal success. -R. C. PAGE, M.D. 


Business Ethics: Policy or Principle 
A. M. SULLIVAN in Dun’s Review, November, 1959 


Today’s business man hourly is called upon 
to make ethical judgments among employees, 
customers, stockholders and the public. Men 
of strong moral principles make many ethical 
decisions instinctively. A really sensitive con- 
science is apt to confuse scruples with principles 
and give the other fellow the benefit of any 
doubt. 

Absolute ethics includes the disciplines of 
the spirit. Relative ethics is easily amended by 
circumstances. In the 19th and 20th Century 
relative ethical standards have advanced. But 
ethics needs the indignation of the spirit to 
give added impact to its force in behalf of the 
rights, privileges and dignity-of man. 

Behind most ethical offences are the half- 
truth, the mental reservation, the selective rea- 
soning which weaken the sense of verbal agree- 
ment, the understanding of a responsibility. 

In any vast organization of people the be- 
wildering impact of numbers makes it difficult 
to maintain a sharp ethical focus on the rights 
of the individual. A danger of group decisions 
is that the broad impersonal judgment lays a 
heavy hand on the just and the unjust, the 
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skilled and unskilled, the energetic and lacka- 
daisical. 

Industry and labor have moved forward in 
their ethical attitudes, but there is still plenty 
of room for improvement as many doctors in 
industry can testify. —R. C. PAGE, M.D. 





Kooks 


Pain and Itch: Nervous Mechanisms 





(Boston: Little, Brown and Company, 1959) 120 
pp., illustrated, $2.50 


The Ciba Foundation has started a new series 
of book publications, the “Study Groups.” In 
this first one devoted to “Pain and Itch,” the 
partnership is warranted since an itch may be 
but a minimal pain. Always itching has been 
the subject of much levity and banter. In this 
text itching is no light matter to be passed over 
with just a little scratching. Itching is treated 
pontifically even though the authors rely upon 
the term “itch” at nearly all times rather than 
its more elegant synonym “pruritis.” 

It would be heartening if all itching might be 
attributed to a release of histamine. Much itch- 
ing is produced in that manner, but apparently 
not all since the tell-tale mark of histamine, 
inflammation, is not always present. Then come 
the itch inducers, the proteases and the proteo- 
lytic enzymes. The authors fail to mention that 
much pruritis is wholly psychogenic. It is time 
to ponder whether, in emotional itching, the 
action of histamine or enzymes still is invoked 
or instead occurs in the absence of any such 
chemical background. 

From the particular chapter devoted to itch 
(Arthur and Shelly) the introductory language 
is poignant: “Itching is a readily definable band 
of the sensory spectrum inasmuch as it leads 
to a purposive scratch reflex. If we may equate 
itching and scratching, itching is as universal 
as pain. Examples of responses to relieve an 
itch are seen in such diverse creatures as birds, 
monkeys and whales — this last has been ob- 
served ‘scratching’ its hide on ocean reefs. In 
rats, ‘mad itch’ occurs as a reproducible viral 
disease. However, itching is not a dominant 
sensation. It may fade before pain, cold, heat 
or at times even touch. It is not readily pro- 
duced by physiological means — tissue damage 
is a frequent concomitant. It arises only from 
the outermost fringe of the skin, in contrast 
with pain, which may arise from many parts of 
the body. It cannot be unequivocally identified 
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in any animal laboratory subject — scratching 
indicates at best only a certain level of activity. 
Even in man it has been necessary to conduct 
certain experiments only on highly trained and 
experienced observers. Itching is here defined 
as that which arouses the desire to scratch or 
rub the test site.” 

The other chapters that constitute this book- 
let deal with the significance of the peripheral 
anatomical arrangements of the nerves which 
serve pain and itch, the peripheral nervous 
mechanism of pain, the sensory functions of 
the nonmyelinated afferent nerve fibres from the 
skin, a single unit analysis of cutaneous recep- 
tors with C afferent fibres, some patterns of 
activity in the central sensory pathway with 
possible relevance to the problem of pain, the 
thalmic and cortical reception of afferent im- 
pulses from the tongue, the peripheral mechan- 
ism of itch in man, studies on the mechanism of 
pain in trigeminal neuralgia. 


Manual of Industrial Radiation Protection; 
Part Il Model Code of Safety Regulations 
(lonizing Radiations) 


(Geneva: International Labor Office, 1959) $.75 


People concerned with radiation hazard con- 
trol are today divided into three camps: those 
who are terrified of too few regulations, those 
who are terrified of too many regulations, and 
those who are simply terrified. This manual, by 
rendering unto “the responsible person” those 
things which are the responsible person’s should 
go a long way toward relieving terror in all 
three camps, and this in only 51 pages. 

The Manual is intended as “a guide which 
governments and industry are at liberty to use 
as they think fit in framing or revising their 
own safety regulations.” It deliberately excludes 
consideration of mining, treating, or enriching 
natural radioactive materials, nuclear reactors, 
nuclear fuel reprocessing and accelerators of 
heavy or very high energy particles. 

The manual under review leaves to the judg- 
ment of “the competent person” many procedures 
specified in detail by other codes. All codes call 
for a competent person; this code will assist 
and stimulate the competent person in the exer- 
cise of judgment and common sense Conversely, 
it will not lead the incompetent person to be- 
lieve he is able to make decisions in areas where 
he has no training. 

No manual today can avoid touching on points 
where there are differences of opinion. This is 
true, even though all codes and manuals start 
with the same basic facts and assumptions, and 
indeed are prepared by committees with inter- 
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locking memberships. It is proper, therefore, to 
point out a few contentious points in the manual. 

The manual incorporates the recommendation 
that the maximum accumulated dose in rem to 
the gonads, blood-forming organs and lenses of 
the eyes of radiation workers, should not ex- 
ceed 5 (N-18), where N is the age in years. As 
the title implies, the manual is not concerned 
with public radiation exposure. Instead, it recom- 
mends a maximum exposure of 1.5 rem per year 
for workers in the vicinity of controlled (i.e. 
radiation) areas, or who enter controlled areas 
occasionally. In effect, this introduces a _ third 
class of citizen between the radiation worker, 
with a nominal maximum of 5.0 rem per year, 
and members of the public with a maximum of 
0.5 rem per year. 

Any worker who may receive more than 1.5 
rem per year is regarded as a radiation worker 
and is subject to personal monitoring and to a 
medical examination at least every year, and 
preferably every six months. The medical exam- 
ination is to include examination of the skin for 
dermatitis, cancer and finger-ridge detail. 

It will strike some as out of keeping with the 
rest of the manual, that a requirement for rou- 
tine inspection of respiratory protective equip- 
ment is omitted. —G. HOYT WHIPPLE 


Dictionary of Economic Plants 


J. C. TH. UPHOF and H. R. ENGELMANN (New 
York: Hafner Publishing Company, 1959) 400 pp., 
$9.75 


Up to a generation or two ago medicine was 
burdened by voluminous claims of medical vir- 
tues in hundreds of plants, flowers and fruits. 
Sassafras serves as a suitable example. A few 
of these “old wives” remedies have yielded 
magnificent therapeutic products, with digitalis, 
penicillin and rauwolfia being unchallengeable 
instances. While still other splendid disclosures 
based on ‘old wives” cures are a prospect, the 
majority have been discarded as of trifling 
importance. Nowadays these plants are assum- 
ing a different usefulness — importance in the 
economies of the nations. A fetching example 
resides in the tamarind, an oriental fruit. Two 
centuries ago this fruit was cherished as a pre- 
ventive and curative for scurvy. In truth it did 
possess antiscorbutic properties. Only about 10 
years ago it developed that the seed of tamarinds 
provide a mucilaginous substance highly ser- 
viceable in the sizing and stiffening of some 
textiles, and for some purposes this stiffener may 
be superior to all others. This discovery was 
handicapped by the subsequent disclosure that 
this useful agent is quite capable of damaging 
those who manipulate it. Asthma and possibly 


dermatitis proved to be a characteristic occupa- 
tional affection of these industrial workers. 

Scores of these plants, finding new economic 
application, are proving to be allergens, irritants 
and systemic poisons. It may be doubted that 
the author at any time had occupational health 
in mind as he assembled botanical data on some 
6,000 economic plants. This is no book for the 
daily use of all occupational health workers. 
But for the perplexed industrial toxicologist, the 
confused industrial hygienist, the troubled in- 
dustrial nurse, confronted with something 
strange and baffling about the health of workers 
growing out of plants, woods, seed or vegetable 
chemical extracts, this book may furnish the 
starting point in acquiring wisdom as to the 
whys and whences of the difficulty. 


Color Atlas and Management 
of Vascular Disease 


W. T. FOLEY and I. S. WRIGHT (New York: 
Appleton-Century-Crofts, 1959) 170 pp., $18.00 


The title of this book may deceive many. It 
is not merely an atlas of vascular diseases with 
some illustrations in color. Instead it is an atlas 
of diagnosis and prognosis in vascular diseases 
extensively built around the color of the tissues 
involved. High fidelity in color photography and 
in the reproduction of color transparencies marks 
this monograph as unique. This is the first 
time that color has been made the characteristic 
feature of a text on vascular diseases. Not all 
the illustrations are in color, but 192 color 
photographs present the lesions in various stages. 

These photographs demonstrate the following 
forms of vascular disease: Arterial Diseases, 
Venous Diseases, Lymphedema, Vasospasm and 
Diseases in Which it Plays a Role, Aneurysm, 
Diseases of the Small Vessels, Blood Vessel 
Tumors. 

The subheadings for these major captions are 
numerous and impressive but only one listing 
here is introduced as being exemplary of all. 
Diseases of the Small Vessels: Infectious Pur- 
pura, Toxic Purpura, Purpura Due to Avitamino- 
sis, Purpura Secondary to Increased Venous 
Pressure, Menstrual Purpura, Senile Purpura, 
Idiopathic Purpura, Allergic Purpura, Urticaria 
and Angioneurotic Edema, Sensitivity to Physi- 
cal Agents, Hematogenic Purpura, Deficiency of 
Blood Clotting Factors, Local Inflammation, 
Anaphylactic Shock, Traumatic Shock, Burns, 
Frostbite, Hypertensive Ischemic Ulcers. 

Readily it may be forecast that this is destined 
to become a collector’s item. So destined, the 
copy in hand duly is hoarded; but hoarding 
should not be at the expense of the day by day 
contribution that this book is capable of making. 
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Cranberries and Cancer 


o- millions of cranberries together with their 
millionth part of a whiff of aminotriazole 
now safely have been interred. Beyond perad- 
venture these particular ones will induce no 
cancer. Few persons are even suspicious that 
a spate of cancers will arise from this form 
of food contamination. Yet it may be believed 
that some few cancers that currently may be 
detected will be laid before the gateway of the 
cranberry bogs with loud demands for justice 
in terms of dollars. The establishment of these 
claims in the courts may and should prove 
difficult. 

In the midst of furor, fury, fuss and feathers 
no word has been encountered about workers 
who could have been exposed a thousandfold to 
aminotriazole. These among others are, the 
makers of that chemical, the bog treaters, the 
cranberry gatherers, sorters, packers and can- 
ners. No such misadventure may be anticipated. 
The total situation provides superb opportunity 
to differentiate between an occupational and a 
nonoccupational affection. Should some consumer 
of contaminated cranberries in fact prove to 
have acquired a cancer from aminotriazole con- 
tamination, by no stretching of the facts could 
this be labeled an occupational disease. Other- 
wise, should some one or more of the workers 
mentioned develop such a cancer from such a 
cause, then an occupational disease clearly would 
exist, duly arising from exposure in the course 
of work. 

It probably is a feckless matter to contemplate 
any measures of protection for these workers. 
For the time being any prospect of using 
aminotriazole as a pesticide for growing food 
products is as dead as the Sphynx. It is not 
known that the producers of that chemical will 
discontinue its manufacture. But at this writ- 
ing it is a safe conjecture that orders for high 
tonnage are not pouring in day by day. 


Refrigeration in Carbon 
Monoxide Intoxication 


F” victims of carbon monoxide intoxication 
in extremis a new treatment has been devised 
and successfully conducted. This development 
has been accorded wide lay publicity. The salient 
features of this procedure and this experience as 
presented in a scientific journal, The New Eng- 
land Journal of Medicine, 261, 854, October 22, 
1959, are: 

“Clinical hypothermia has been used recently, 
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with success, in a wide variety of conditions 
having in common central-nervous-system hy- 
poxia and edema. Reports have appeared in the 
literature regarding the protection of laboratory 
animals from carbon monoxide intoxication by 
the use of deep hypothermia. Encouraged by 
these reports, we made use of hypothermia in 
the treatment of severe carbon monoxide poison- 
ing in a young man whose prognosis appeared 
hopeless. 

“The pathologic changes in the body resulting 
from carbon monoxide intoxication are due to 
hypoxia. Carbon monoxide is not toxic for the 
cells. Human hemoglobin has an affinity for 
carbon monoxide two hundred times that for 
oxygen. The remaining oxyhemoglobin yields its 
oxygen to tissues only when oxygen tensions 
are far below normal. The cells most sensitive 
to oxygen lack the brain and heart — are 
most severely damaged. This hypoxia leads to 
disruption of cellular function, marked cerebral 
swelling and, when long continued, tissue death. 

“The pathological findings in the brain of pa- 
tients dead of carbon monoxide poisoning are 
characteristically those of cellular swelling and 
marked interstitial edema. Petechial hemor- 
rhages are often seen in the lenticulostriate sys- 
tem and midbrain. The effects of cerebral edema 
have been studied by Scheinker, who found mid- 
brain herniation through the tentorium cerebelli, 
with compression of the midbrain. This leads to 
perivenous congestion, petechial hemorrhage, 
and further cerebral edema. If not checked, 
this vicious circle may result in the death of the 
patient, even though the initiating hypoxia has 
been relieved. 

“The use of hypothermia in cerebral hypoxic 
states is now commonplace in this country and 
has a good physiologic basis. Wilson has listed 
conditions likely to respond to hypothermia as 
those associated with reversible hypoxia such 
as increased intracranial pressure, cerebral 
edema, conditions associated with vascular spasm 
and interruption of major cerebral vessels. The 
effects of carbon monoxide intoxication certainly 
include the first two conditions. 

“There are many techniques for inducing hypo- 
thermia. The one we use is quite simple and 
effective and requires little equipment. Ice 
should not be allowed to come into contact with 
the skin. The use of a thin plastic sheet is most 
satisfactory. Ice cubes are used, and the amount 
of surface area cooled can be varied depending 
on the extent to which the temperature is to be 


reduced. Most commonly, this will be 30 to 32° C. 
(88 to 92° F.) Shivering, which increases the 
metabolic rate, should be prevented. It can be 
controlled with chlorpromazine, 25 mg_ intra- 
muscularly as required. This drug inhibits 
muscle spasm and shivering by a_peripherai 
curarizing effect and facilitates cooling by vaso- 
dilatation. 

“The patient should be allowed to rewarm 
spontaneously over eight to 12 hours. Chlor- 
promazine is withheld, the body’s thermostatic 
mechanism being allowed to assume control. 
Rapid rewarming may result in heart irregulari- 
ties and sometimes in temperature overshoots. 
Cardiac disturbances, specifically ventricular 
fibrillation, should not be a problem, provided 
the temperature is held above 30° C., the heart 
is not manipulated and there is adequate oxy- 
genation, pulmonary ventilation and electrolyte 
balance. 

“The duration of hypothermia varies, but 
usually is not more than 72 hours.” 

At this time this form of therapy is neither 
espoused nor rejected. A wider application will 
determine its place in carbon monoxide intoxica- 
tion therapy. Pending that time there is warrant 
to raise questions as to the desirability of re- 
frigeration in carbon monoxide poisoning of a 
severity short of “in extremis.” 

In milder intoxication in the absence of un- 
consciousness there is no prospect of ensuing 
sequelae on an organic basis although psycho- 
genic disturbances on a delayed basis are fre- 
quent and disturbing. When coma is deep and 
prolonged a low percentage of the victims later 
develop all manner of mild or severe sequelae 
involving any tissue and any system. These are 
organic in nature and derive from the hypoxia 
at the time of the acute episode. This is not to 
say that there exists a chronic form of carbon 
monoxide poisoning. That state is not known 
to exist although chronic exposure is common- 
place. 

If refrigeration be a virtue in cases in extremis 
may it not also be of value in lesser but still 
severe incidents in which coma is definite and 
prolonged? To reach any sound appraisal on 
this point will prove most difficult. Only a few 
victims develop sequelae. The likelihood of 
sequelae may not be measured or anticipated. 
Refrigeration would have to eliminate sub- 
stantially all sequelae in a substantial number 
of cases before this might move from the terri- 
tory of opinion to the territory of evidence. 
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The first specific aldosterone-blocking agent... 


ALDACTONE 


effectively extends the medical control of edema or ascites. 


It introduces a new therapeutic principle in the treatment of... 


CONGESTIVE HEART FAILURE - 


HEPATIC CIRRHOSIS 


THE NEPHROTIC SYNDROME - IDIOPATHIC EDEMA 


ALDACTONE introduces a new class of therapeutic 
agent, the aldosterone-blocking agent providing: 


satisfactory relief of resistant or advanced 
edema even when all other agents, alone or in 
combination, are ineffective or are only partially 
effective. 


A New Order of Therapeutic Activity 


ALDACTONE acts by blocking the effect of aldo- 
sterone, the principal mineralocorticoid governing 
the reabsorption of sodium and water in the distal 
segment of the renal tubules. 

By so doing Aldactone establishes a fundamen- 
tally new and effective approach to the control of 
edema or ascites, including edema resistant or un- 
responsive to conventional diuretic agents. 

Further, because of its different site and mode 
of action in the renal tubules, Aldactone has a true, 
highly valuable synergistic activity when used with 
a mercurial or thiazide diuretic. 


What Physicians May Expect of Aldactone 


It is fully expected that Aldactone will change 
present medical concepts of the therapeutic limita- 
tions of managing edema. Many patients living in 
a greater or lesser state of edematous invalidism 
can now be edema-free. To others, gravely ill, 
Aldactone will be life-saving. 


When used alone, Aldactone will produce a sat- 
isfactory diuresis in about half of those patients 
whose edema is resistant to conventional diuretic 
agents. 

When Aldactone is used in a comprehensive 
therapeutic regimen, which includes a mercurial 
or a thiazide diuretic, a satisfactory diuresis and 
relief of edema may be expected in approximately 
85 per cent of edematous patients who would not 
otherwise respond. 


DOSAGE: For most adult patients the optimal dos- 
age of Aldactone, brand of spironolactone, is 100 
mg. four times daily. Aldactone should be admin- 
istered for at least four or five days before apprais- 
ing the initial response, since the onset of thera- 
peutic effect is gradual when it is used alone. 
Aldactone manifests accelerated activity with 
greater response as early as the first and second 
days when used in combination with a mercurial 
or thiazide diuretic. 


SUPPLIED: Aldactone is supplied as compression- 
coated yellow tablets of 100 mg. 


6. Db. SEARLE « co. 


Chicago 80, Illinois 
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2. ANACIN 
IS Superior 
to aspirin 











©3. ANACIN contains 2 
particular component 
verified by tests (1) 

to have greater 
antiphretic value 


. / For a better ‘total’ 
A N A / effect in pain-relief 


ANALGESIC TABLETS #? 


eorge: A Comparison of Antiphretic Activity and Toxicity of 
nacetin and Aspirin, Quar. J. of Pharmacy and Pharmacology, 10:609-620. 


WHITEHALL LABORATORIES, NEW YORK, N.Y. 





COMMENT 


AND 


OPINION 


One Step Ahead 


A secretary outpaces her boss 
by 0.2 miles a day, according to 
a recent study. The average ex- 
ecutive walks 3.7 miles daily, 
while his Gal Friday hoofs 3.9 
miles. 


Industrial Relations News, 
December 26, 1959. 


Troubled on Job 


“If you want to be helpful to 
an emotionally disturbed person, 
probably the most’ important 
single factor is your attitude 
toward him. If you feel warm, 
friendly, sympathetic, the chances 
are pretty good that you may 
be of at least some help. If you 
feel annoyed, disgusted, irritated 
and resentful, it is unlikely you 
will be able to do him any good.” 
This advice to people who super- 
vise other people is offered in 
a new pamphlet, Troubled People 
on the Job, prepared by the 
Committee on Occupational Psy- 
chiatry of the American Psychi- 
atric Association. It is intended 


for supervisory personnel in al- 
most every setting. 

The pamphlet’s foreword, by 
William Malamud, M.D., Presi- 


dent, American Psychiatric As- | 
do not | 
know exactly how many indus- | 
trial employees suffer from emo- | 
tional disorders, but we do know | 
that industry is seriously alarmed | 


sociation, states, “We 


at the high percentage of acci- 
dents, absenteeism, 


tween workers and _ supervisors 
resulting in loss of productivity. 
To the psychiatrist, these are 
symptoms of personality disturb- 
ances. Psychiatry does not offer 
any panacea for all of these ills, 
but it can share with industry 
its knowledge of reducing human 
problems through helping people 
to understand 
others.” 

Many of the problems en- 
countered by supervisors in in- 
dustry today are actually prob- 
lems of people — 
labor turnover, aggravated occu- 
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Hearing Loss 


| Awards Told | 


YOU CAN 


_— Ordered to Pay | 


The state industrial commission 


PREVENT THIS oe 960 810.00 90 15 ED Ge. em- 


ployes for gradual loss of hearing 


WITH A 


MAICO 


ordered payment of a total 


trial noise. 


Audiometer < CMY 


A simple hearing test program with 
a Maico Audiometer can save your 
firm thousands of dollars loss due 
to employee hearing loss claims. 
Send for Free booklet ‘Ears and 
Industry” telling how to set up a 
hearing test program in your firm. 


MAICO ELECTRONICS, INC. 
21 North Third St., Minneapolis, Minn. 


Address 


City 


To: MAICO 
Electronics, Inc. 
21 No. 3rd St., Minneapolis, Minn, 


Send free booklet "Ears & Industry" 
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illness, in- | 
adequate work, and friction be- | 


themselves and | 


alcoholism, | 








OUR 64th YEAR 


WOOD WAR Deszes 
IN3 \ Wabash hit aso IL. 


pore te pr counheling Avurtce to 
the, maciedl profession. seniey madisiae 


Telephone: RAndolph 6-5682 


POSITIONS WANTED 


Director: M.D., Yale Med Schl; 3 
Publ Hith; 5 yrs, Med 
Dir, lge automotive div; seeks Med Director- 
ship, west or east coast; Age 36. 


Medical Director: MPH; Cert’d Occuptl Med; 
3 yrs, priv pract; 4 yrs, Med Corp; sevl yrs, 
assoc exam’g phys, Hlth dept; 2 yrs, lIge 
corp, Med Dir; seeks Eastern locality; pre- 
fers NY, NJ, or Conn. 

Medical Director: M.D., Univ of Wisc; 6 yrs, 
med dir & consultant, Ige, nationally known 
co; also, Clinical Instructor, Indus Med, & 
Lecturer Occup] HIth, univ med schl; seeks 
Med Dir, lge institution, MW, NE or East. 


Medical Director: Indus Phys, leading 
co; 4 yrs, Director, Hith Dept, Indus 
Hygiene; since 1955, Director, Med Dept & 
Safety; wishes to make best use of his high 
interest and superior bekgrnd, Indus Med; 
Cert’d Occupational Med; trng isotopes & 
radiclogical defense; late 30's. 

Medical Director or Assistant Medical Direc- 
tor: El'gible, Occupational Med; 4 yrs, priv 
grp; 4 yrs, exam’g & staff phys, Ige hsp; 
seeks lIge plant, Denver, NY or Midwest 
areas; Age 33 

Assistant Medical Director: One year, Asst 
Med Dir, division large, important corpora- 
tion; presently, completing medical service, 
USAF; seeks position, Midwest, East, or 
California; Age 28. 

Industrial Hygienist: M.D., Ann Arbor; MPH, 
Johns Hopkins; sev] yrs, priv pract; 10 yrs, 
Publ HIth surveyor, rsrch assoc; past yr, 
priv consultant basis in which field he has 
no further interest; prefs NY State; consider 
others; lic, Mich, Fla, Calif; DNB; immedi- 
ately available. 

Industrial Surgeon: 3 yrs, surg residency; 2 
yrs, chief surg, USAF; 1% yrs, phy & surg, 
US Army hsp; presently Med Dir, div of lge 
corp; seeks assn w/clinic or surg limiting 
practice to Indus Surg; prefers So, SW, SE; 
Age 34. 

Staff Physician: 
Colo Med Schl; 


Medical 
years, Sr. Asst Surg, 


2 yrs, 
State 


MPH, Univ of Mich; M.D., 
1 yr, post-grad, Indus Hlth, 
Harvard; 6 yrs, Indus phys, important oil 
co; seeks full-time indust hlith wk—direct 
active med, Indus hygiene & safety progm; 
Kansas City area; Age 36. 

Staff Physician: A.B., Northern Univ; three 
yrs, private, genl practice; prefers Indus pos- 
ition; West or Northwest; Age 33 

Staff Physician: 2 yrs, Director, Blood & 
Plasma centr; three-and-one-half yrs private 
genl practice; 3 yrs Med Officer, USAF; seeks 
Indus Med in SE, SW or California. 

Staff Physician: Working toward Cert’n, Oc- 
cupational Med; M.I.H., Harvard Schl of 
Publ Hith; 18 mcs, Int Med res wek; seeks 
Indus permanent position, full-time; E or 
Midwest. 

Staff Physician: Graduate, Rush Med; 13 yrs, 
very successful private, genl & surg pract; 
AAGP;; sevl yrs, flight surg, USAF; prefers 
indus med with regular hrs; no locality pref- 
erence; middle 40’s. 


Staff Physician: Interested industrial post 
leading to Medical Directorship; 10 years, pri- 
vate, general practice including 7 years as 
Med examiner, lge electric manufacturing co; 
capable general & otho surgery; any locality ; 
early 40’s. 

Staff Physician: Two years, medical ofer, 
USAF; 1 yr, priv pract; 2 yrs, Asst Phys, 
important foundation hsp; 1% yrs, genl 
clinie practice; seeks indus med post in Fla, 


7 


Ala, or Georgia only; Age 37. 


IF IN NEED OF MEDICAL PERSONNEL, WRITE US 
SO WE MAY PREPARE AN INDIVIDUAL SURVEY 
FOR YOU 


We offer you our best endeavor—our integrity— 
our 64 year record of effective placement 
achievement 
STRICTLY CONFIDENTIAL 











pational illness, the shirker, the 
chronic complainer, the other- 
wise good worker who cannot 
get along with other people, etc. 
An element found more or less 
consistently in all of these kinds 
of behavior is “emotional dis- 
turbance.” The intent of this 
pamphlet is to present a point 
of view about emotional disturb- 
ance which may be helpful to 


employees and situations. 
Emphasizing that maladjusted 
people do not choose to be emo- 
tionally disturbed — and fre- 
quently want to change but do 
not know how — the pamphlet 
outlines some techniques for 
helping them. It also provides 
some guidance in recognizing 
signals of severe disturbance and 
tells where to go for expert 


The A.P.A. Committee on Oc- 
cupational Psychiatry consists of 
the following psychiatrists: 
Ralph T. Collins, M.D. (Chair- 
man), Alan A. McLean, M.D., 
Richard Proctor, M.D., W. Don- 
ald Ross, M.D., Graham C. Tay- 
lor, M.D., and Louis Tureen, 
M.D. The booklet is available at 
50 cents per copy from _ the 
Mental Health Materials Center, 
104 East 25th St., New York 10. 


supervisors in handling difficult guidance. 


CAMP lumiosacral supports 


For Conservative Treatment of Low Back Conditions 


Noncompensatory Heart 
A Yale medical staff member 
has warned that a _ proposed 
law, making hypertension and 
heart disease compensable ail- 
ments under workmen’s com- 
pensation, “would actually re- 
act to the disadvantage of 
such persons.” 

J. Wister Meigs, M.D., told 
a Massachusetts State Legis- 
lature Council subcommittee 
at Boston that such legislation 
would be unwise. 

Most persons who get these 
ailments would then be “as- 
sumed” to have contracted 
them as an outgrowth of their 
employment, under such a law, 
he pointed out. 

Since employers pay _ into 
the fund, Dr. Meigs declared, 
they would thus hesitate to 
hire — or retain — anyone 
with a cardiac condition or 
hypertension. 

“Since these are common 
ailments, and since medical 
authorities recommend regular 
work for people with them, I 
would like to see the present 
compensation law continued — 
A support your male patient will to encourage employment of 
wear. Made of natural, controlled- people with these conditions,” 
stretch elastic with two double elas- : 

: ‘ Dr. Meigs told the lawmakers. 
tic pull bands hooking into front re er ; 
tabs. Zipper front closing. Supplied Massachusetts has a law 
with 4 shaped steels for more back which permits broad compen- 
support — extends 5” above waist sation coverage for workers 

who get these ailments — a 


in back, only 2’%2” in front. 

measure which he said imposes 
a heavy financial load on in- 
dustry. Industry there is most 
reluctant to hire anyone with 
any degree of hypertension 
or heart disease, he reported, 
for fear of incurring compen- 
sation expenses. 

Dr. Meigs, Assistant Pro- 
fessor of Occupational Medi- 
cine at Yale, observed that 
cardiac troubles are caused by 
many conditions, some entirely 
unrelated to employment con- 


A perfect solution to the style de- 
mands of the patient and the sup- 
port demands of the physician. This 
girdle features a double hook and 
eye adjustment. It extends 4” above 
the waistline to cover the lumbo- 
sacral region. Made of white cable 
net with a fabric front and back 
panel. 


In situations of low back pain or in cases of postoperative therapy, Camp’s 
lumbosacral supports have a long history of providing protection and relief. 
Designed to immobilize, firm and rest the back from the dorsolumbar junction 
to an anchor point well down over the sacrum. These supports can be rein- 
forced by steel uprights, the Camp spinal brace, or pads. Your authorized 
Camp dealer has many models (side lacing, back-lacing, no lacing) to select 
from in matching your specific needs. And basic types are made in a variety 
of fabrics to match the whims of your patient. 


S. H. CAMP & COMPANY, JACKSON, MICHIGAN 


S$. H. Camp & Company of Canada, Ltd., Trenton, Ontario 
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ditions. But he felt the proposed 
legislation would foster the as- 
sumption that the ailment is an 
outgrowth of employment. 

The physician also charged 
that such legislation would pro- 
vide “a special financial remedy” 
for a special group of people 
with “two very common condi- 
tions.” 


Staph Absenteeism 


Many companies have reported 
a serious increase in absenteeism 
due to the emergence of new 
types of disease germs. 

The greatest danger of infec- 
tion from antibiotic resistant 
germs — some of the most viru- 
lent of which are known as 
“staph” (Staphylococcus) ws 
seems to be by contact with sur- 
faces that have been contami- 
nated by a carrier. These include 
washroom fixtures, bowls, tiles, 
mats, towels, etc., all of which 
are prolific areas of infection. 

Many executives’ responsible 
for maintenance are discovering 
that by keeping these areas sani- 
tary they greatly reduce the 
danger of their employees becom- 
ing infected. 


Vacation for Coffee 


Employees get an extra 15-day 
vacation in the form of a coffee 
break. A survey reveals two 
daily 15 minute breaks add up 
to 15 days and five hours yearly. 
Some 77% of all American busi- 
ness firms give coffee breaks. Of 
these, about 40% allow 10 min- 
utes, 43% allow 15 minutes, and 
6% allow 20 minutes. Nearly 
50% give a break in the morn- 
ing, 12% provide’ afternoon 
breaks, and 38% allow’ two 
breaks daily. 
Industrial Relations Newa, 
Dec. 26, 1959. 


A Nip and A Nap 


More than 700 British execu- 
tives of shipping lines, oil com- 
panies, banks, chemical concerns, 
public utilities and other busi- 
nesses recently had nine leading 
physicians prescribe for them, 
more or less en masse. 

Among subjects brought up in 
the first conference of its kind 
in Britain were overwork and 
fatigue, stress and responsibility, 
overweight and diet, high blood 
pressure and coronary thrombo- 





sis. Probably the least painful 
part of the “prescription” had 
to do with the relaxation these 
executives should get. 

In addition to annual four- 
week vacations, they were urged 
to take short holidays at fre- 
quent intervals. The main vaca- 
tion was prescribed with the 
comment that even the most 
well-balanced individual requires 
several days, even a week, to 
unwind and begin to benefit from 
relaxation. 

Another recommendation was 
for the high blood pressure vic- 


tim to indulge in a glass of 
sherry, a cocktail or a whiskey 
and soda before dinner or as a 
nightcap. 

This is advice that closely 
parallels the recommendation of 
Boston’s famed surgeon, the late 
Dr. Sara M. Jordan, known as 
“the patron saint of the ulcer- 
afflicted.” Her prescription for 
businessmen over 50 was “a nip 
and a nap,” or “a short nap after 
lunch and a relaxing highball 
before dinner.” 


From Latrobe (Pa.) Bulletin, 
Dec. 18, 1959 
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An EDGE on them all 


vs beer 
nwnen cl 


BARD-PARKER offers 


tne ame consideratior 


BP ris-Back Blades 


9 ae 


are now available... 


in the Puncture Proof 
Sterile Blade package that 
can be autoclaved. 


inthe CONVENTIONAL pack- 
age—six of one size in a rust- 
; proof wrapper. 


in the RACK-PACK package— 
blades pre-racked ready for 
sterilization. 


“Sharp 


Ask your dealer 





(BP) BARD-PARKER COMPANY, INC. 
BP OANBURY. CONNECTICUT 


A DIVISION OF BECTON DICKINSON AND COMPANY 


B-P - RIB-BACK + IT’S SHARP - RACK-PACK are trademarks of BARD-PARKER 
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new for total 
management 


of itching, 


inflamed, ! 
infected. 
skin lesions 


Mycolog 


ointment 


antipruritic /anti-inflammatory /antibacterial / antifungal 


Mycolog Ointment — containing the new superior topical corticoid Kenalog — re- 
duces inflammation,** relieves itching,** and combats or prevents bacterial, 
monilial and mixed infections.*’ It is extremely well tolerated, and assures a rapid, 
decisive clinical response for most infected dermatoses. 


“Thirty-one of 38 patients . . . obtained excellent or good control of dermato- 
logical lesions . . . [Mycolog] was highly effective, particularly in the man- 
agement of mixed infections. Several recalcitrant eruptions which had not 
responded to previous therapy were remarkably responsive to the daily 
application of this preparation over periods of 2 to 3 weeks.’* 


For total management of itching, inflamed, infected skin lesions, Mycolog contains 
triamcinolone acetonide, an outstanding new topical corticoid for prompt, effective 
* relief of itching, burning and inflammation** — neomycin and gramicidin for power- 
ful antibacterial action’ — and nystatin for treating or preventing Candida (Monilia) 
albicans infections.** 








and 
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34 Dermatitis repens 
7 weeks duration 


Tabicien dle) 0 cm =1er4siaat-hcelleme (si aner-Lanels 


ry $ 
OT anKie 


SQUIBB 
Squibb Quality — the Priceless Ingredient 


‘spectrocin’®, ‘mycosratin’®, ‘prastisase’®, “myco.oa’ 
AND ‘KENALOG’ ARE SQUIBB TRADEMARKS 





TESSALON’ 


is the tasteless 
cough controller 


The problem of taste, which can be a 
hindrance to effective cough therapy, 
simply does not exist with Tessalon perles. 
There is no gagging, no refusal, no delay- 
ing, no “cheating’— because Tessalon 
perles provide medication enclosed in 
tasteless gelatin spheres. 

Tessalon, a nonnarcotic, is 2!/2 times as 
effective as codeine.* Tessalon acts both 
at the sensory receptors in the chest and 
the cough centers of the medulla. Further- 
more, it controls cough frequency with- 
out interfering with productivity or ex- 
pectoration; sputum is usually thinner, 
easier to raise. Tessalon acts within 15 or 
20 minutes, controls cough for 3 to 8 
hours. There are no major side effects. 
Whether for acute or chronic cough, 
whether for short- or long-term therapy, 
Tessalon has a remarkable margin of 
safety. Perlesinsure built-in, precise dosage 
—no sugar or sodium to interfere with 
diet, no problem of nausea. Tessalon 
perles are easy to swallow, easy to carry 
in pocket or purse. 





supPLiep: Tessalon Perles, 100 mg. (yellow); bottles of 
100. Tessalon Pediatric Perles (for children under 10), 
50 mg. (red); bottles of 100. Also available (for use 
when oral administration of Tessalon is precluded): 
Ampuls, 1 ml. (5 mg.); cartons of 5. 


* Shane, S. J., Krzyski, T. K., and 
Copp, S. E.: Canad. M.A.J. 77:600 BQH MR Sam 
(Sept. 15) 1957. SUMMIT, N. J 
TESSALON® (benzonatate CiBA) 


2/2769mK 





do you have a problem in 
industrial dermatitis? 


Snlicoube 


SILICONE SKIN PROTECTANT 


Silicote provides an effective barrier against a wide range of skin irritants. 
It adheres to the skin, is not easily removed, and, when properly applied, 
can not be seen nor felt on the skin, permitting workers performing delicate 
tasks to stay on the job. 


PROTECTS AGAINST 

—water, acids, alkalies, foods, organic materials, resins, cement, tanning 
solutions, inks, polishes, woods, glue, coolants, soluble cutting oils, rub- 
ber, plastics, synthetics, dyes, metals, paints, lacquers, thinners, etc. 


IN TREATMENT 
of contact dermatoses, Silicote clears up many cases not responsive to 
other therapy. 


Silicote is the only preparation containing 30% silicones (dimethicone) in specially 
prepared petrolatum base. Silicote is non-occlusive. 


May we work with you in your particular problem ? Send for clinical supply. 


ARNAR-STONE LABORATORIES, INC. 


225 E. PROSPECT AVE., MOUNT PROSPECT, ILLINOIS 


Index of Advertisers 


150,000 PHYSICIANS 


THE WORLD OVER DEPEND ON 
THE INTEGRITY BEHIND THIS NAME 


i 
f 


| 
BIRTCHER 


CARDIOGRAPH CARDIOSCOPE 
DEFIBRILLATOR HEARTPACER 


ELECTROSURGICAL UNITS 
HOSPITAL- CLINIC -OFFICE 


ULTRASONICS DIATHERMY 
INFRARED ULTRAVIOLET 


GALVANIC UNITS 
ELECTROMUSCLE STIMULATORS 
THE VIBRABATH 
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In Portable Medical Oxygen 


Dependability of Flow at a Rate YOU Set 


In the wide range of medical emergencies The new Oxy-Swig valve 
allows you to set the flow 


which require immediate oxygen, only Oxy-Swig f acme bedien 
—from 
offers these features in a portable unit. liters per minute — which 
remains constant. Cylin- 
der contains 56 liters. 
; ; ; ; ith 

A rate of flow you set, from 3 to 12 liters per minute, Each ni ag. ge 
until larger oxygém@ supplies become available. pe eden fe 4 
s j . revTi . 

A highly4 emergency unit for office 

or autom faeteatures formerly found only 

ma, eXpensive, non-portable units. 

weomplete with the latest in 

péets the exacting demands 


A constant liter flow which does not diminish 
with lower tank pressure. 


4 i¢ 
Please send iether Wieenetion 
Please send emergency kits , METROX 
@ $54. j ‘ y METROX supplies 305 
Name ™ y liters of oxygen Where 


Address larger quantities are 
City , State , 4 required. in a carrying 


378 East Franklin case at $87. 


Oxy-Swig, Inc. Monterey, California 








appearance...versatility 


THE EK-III 


ELECTROCARDIOGRAPH 


5O nm. per second 


255 mm. per second _— or 


Whenever you need a more detailed elec- 
trocardiogram you switch the EK-III from 
the standard 25 mm.-per-second speed to 


| 
| 





50mm. This double speed enlarges hori- | 


zontal dimensions of the record and rapid 


deflections can be more easily studied. In | 


effect, you have a “close-up.” 


Weight of the unit is just 22% lbs., | 


yet the EK-III uses easy-to-read standard- 


sized record paper. The EK-III top-load- | 


ing paper-drive eliminates tedious thread- | 


ing. Newly designed galvanometer and 
rigid single-tube stylus insure even greater 
record clarity and accuracy. 


Why not write for descriptive material, 
or ask your dealer for a demonstration of 
the new Burdick electrocardiograph? We 
are proud to present the new dual-speed 
EK-III, and invite your inspection. 


THE BURDICK CORPORATION 


MILTON, WISCONSIN 


Branch Offices:. NEW YORK * CHICAGO * ATLANTA « LOS ANGELES 


Dealers in ail principal cities 


| 





BURTON Presents... 


Clinically Proved — 
3 MINUTE 


! 

! 

I 

| Field Screening Test for 
| Glaucoma and other 

| Visual Field Defects... 


ennai 


U.S. Patent 
NO. 2835162 


Authentic... 


Harrington -Flocks 
CONTROLLED Multiple 


Pattern Visual Screener 
and Tangent Screen... 


You owe this simple and fast test to every 
patient! Utilizes safe, controlled ultra violet 
black light which provides a scientifically con- 
trolled stimulus to the retina. Procedure has 
been tested and clinically proved in medical 
clinics for over 5 years. It is unfair to doctor 
and patient to use methods not clinically 
proved. Ask your dealer for a demonstration. 


e 
Model No. 6-100 


PRICE *149.50 f.0.b. Factory 


CFloerstand Model Mo. B-101, Price $197.50 F.0.8. Factery) 
e 


FREE! VALUABLE REPRINTS 


(1) "The Multiple Pattern Visual Field Screener — an 
Evaluation” by Lt. G. F. Hilton, M.S.C.; (2) ‘Glaucoma 
Detection in Industry — Multiple Field Pattern Test’’ by 
H.S. Kuhn, M.0. (Industrial Medicine & Surgery); (3) 
Abstractions from 5 year evaluation by Ors. Harrington 
and Flocks. Ask your dealer or write us. 


BURTON M-D-L DIVISION 
of Burton Manufacturing Company 
2562 Colorado Ave. @ Santa Monica, Calif. 





“BURTON”... the oldest name in 


professional lighting ...also manufactures a 
complete line of lights for the doctor’s office, clinic 
and receiving room, for examination and minor sur- 
gery ... ultra violet (Woods) black lights, with and 
without magnification . . . combination 3-in-1 white 
light, ultra violet black light PLUS magnifier . . . 
pipette shakers ... microscope and other laboratory 
illuminators, ete. 


SEND FOR COMPLETE CATALOG 








faster 
healing 
at any location 


CHYMAR’ 


Buccal } Aqueous; Oil 


superior anti-inflammatory enzyme 


in industrial accidents 
controls inflammation, 


swelling and pain 


Chymar prevents or reduces all types of 
inflammatory changes. It quickly 
dissipates edema and blood extrav- 
asates to improve local circulation, 
accelerate healing, relieve pain. Side 
effects that have been observed with 
steroid-type anti-inflammatory agents 
do not occur with Chymar. 


Chymar is effective as routine first aid in: 


major sprains - fractures - bruises 
contusions - hematomas - wounds 


CHYMAR 8ucca/—Crystallized chymotrypsin in a 
tablet formulated for buccal absorption. Bottles of 
24 tablets. Enzymatic activity, 10,000 Armour Units 
per tablet. 


CHYMAR Aqueous—Solution of crystallized chymo- 
trypsin in sodium chloride injection for intramus- 
cular use. Vials of 5 cc. Enzymatic activity, 5000 
Armour Units per cc. 





CHYMAR—Suspension of crystallized chymotrypsin 
in oil for intramuscular injection. Vials of 5 cc. 
Enzymatic activity, 5000 Armour Units per cc. 


ARMOUR PHARMACEUTICAL COMPANY © nankakEE, ILLINOIS 


Armour Means Protection 





in a series of washroom survey comments 
from “SBS soap counselors” 


Waring G. Houston 


is the SBS soap counselor in 
the New England area. A 
specialist in industrial soaps 
for several years, he has 
helped many plants pinpoint 
the most effective and eco- 
nomical solutions to their skin 
cleansing problems. Here’s 
a good example. 


“After showing our presentation OPERATION PINPOINT 
to an eastern rubber company, I made a survey of their skin 
hygiene conditions and wash-up practices. They had a real 
(and costly) problem in removal of butyl vulcanizing cement 
from hands... especially after the cement had dried. Gloves 
couldn’t be worn for this work and protective hand creams 
proved only partially effective. Consequently, workers made 
many extra trips to the washroom ... and this was costing 
the company plenty in lost production time. I suggested that 
they simply bring the soap to the workers by using our SBS-30 
Waterless Cleanser. It easily removes adhesives and tough 
soils, discourages the use of harmful solvents . . . eliminates 
all those extra, time-consuming trips to the washroom.” 


Money-saving suggestions like this begin with OPERATION 
PINPOINT — a thought-provoking presen- 
tation filled with facts about skin hygiene 
and washroom maintenance. The SBS soap 
counselor serving your area can pinpoint 
the right soap to do every skin cleansing 
job best and at lowest cost in your plant. 
Let him show you OPERATION PIN- 
POINT .. . just call your nearest SBS 
office, collect. 








sete meee eS 
os Angeles, Calif. © Newark, N.J 
CANADA: Chemical By-Products, Ltd., Toronto, Ontario 


There are a million of 
them! Untold numbers of 
these men and women ac- 
tually owe their lives to 
information they obtained 
from the American Cancer 
Society. 


Fighting cancer is our bus- 
iness. We have all kinds of 
ammunition: posters; ex- 
hibits; film strips; easy-to- 
understand folders; hard- 
hitting, dramatic films. 


They’ re free for use in your 
office, your club, at your 
PTA meeting, your church 
socials, yourcommunity 
center. They’re all de- 
signed to alert you, your 
family and your friends to 
facts about cancer which 
can mean the difference 
between life and death. 


Call or write the Unit of 
the American Cancer So- 
ciety nearest you. It’s 
stocked with ammunition 
that could save your life. 


AMERICAN 
CANCER 
SOCIETY 








Cambrid Ore | UNIVERSITY OF TORONTO 


AUDIO-VISUAL Aeart sound RECORDER 


Faculty of Medicine 


Refresher Course 


INDUSTRIAL MEDICINE 


March 7th - 11th (inclusive), 1960 





This course will be given by the School of 
Hygiene and will be of special interest to 
physicians in industry and to those whose 
patients may suffer from disease consequent 
upon their work. 

FEE 
$60.00 (Canadian Funds) for whole course. 


$15.00 (Canadian Funds) per day for part 
of course. 


For further information write to the 
Director, Division of Postgraduate Medical 
M Education, Faculty of Medicine, University 
[LV athematically, of course, 1 plus 1 does not equal of Teseste, Tasentes % Ceteein Gaend ¢ 
three, but the Cambridge Audio-Visual Heart Sound ’ rio, anada. 
Recorder makes a seeming paradox — true! The 
simultaneous, instantaneous viewing and hearing of 
the heart sounds give more than the simple sum of 
the two... they provide the plus factor! 

With this most versatile instrument, the Doctor 
hears the heart sounds faithfully reproduced through 


binaural ear phones while viewing the pattern on 
the long acme screen of a cathode ray tube. e A DISTINGUISHED NAME 
Any portion of the heart sounds may be perma- IN HYDRO- AND PHYSICAL 
nently recorded upon thin magnetic discs. These a THERAPY EQUIPMENT 
paper-thin but durable records may be filed as part 
of a patient’s history or mailed for ccnsultation. 
They may be “played back” (both heard and viewed) 
for study or for consultation. 
Pr: <— 


HM-655 
| 2 COMBINATION ARM, 
CAMBRIDGE SIMPLI-SCRIBE f s&s, LEG or HIP UNIT 
DIRECT WRITING | (Stationary) 
For subaqua therapy. 


ELECTROCARDIOGRAPH 
, . 4 Stainless steel tank -with 


Provides the Cardiologist, Clinic electric turbine ejector 


or Hospital with a portable di- . ca : ‘ : = ie 
rect writing Electrocardiograph : , ; F . / bi and thermostatic mixing 
of utmost usefulness and accur- : . ‘ valve. 

acy. Size 10%” x 10%” x 11”. ‘ 

Weighs 28 pounds with all 
accessories. 


pa | 














Send for Bulletin #185 MA-105 
end for Bulletin § 
2 MOISTAIRE HEAT 
CAMBRIDGE INSTRUMENT CO., Inc. senna 
3716 Grand Central Terminal, New York 17, N. Y. Delivers temperature-con- 
Oak Park, IIl., 6605 West North Avenue : 
Cleveland 2, Ohio, 8419 Lake Avenue trolfed moist heat safely and 
Detroit 2, 7410 Woodward Avenue effectively. Complete with 
Jenkintown, Pa., 479 Old York Road : 
Silver Spring, Md., 933 Gist Avenue stainless steel treatment hood, 
‘a : . ae table, latex foam table pad, 
PIONEER MANUFACTURERS OF THE ELECTROCARDIOGRAPH | : P 
nylon moistureproof curtains 


and 4-quart filling can, a 
CAMBRIDGE 


CARDIAC DIAGNOSTIC INSTRUMENTS IM «=O LLLE “‘"ct" ic. conrorartos 





When too many tasks 
seem to crowd 

the unyielding hours, 

a welcome 

“pause that refreshes” 
with ice-cold Coca-Cola 
often puts things 

into manageable order. 


new modern site:of-pain relief 


in musculoskeletal 
distress 


GER-O-FOAM = 


(aerosol foam) 


eases pain, spasm; improves function 


Deeply absorbed to permeate affected sensory endings, 
the proven local analgesic-anesthetic agents in 
GER-O-FOAM give relief in minutes, lasting for hours in 
. rheumatoid arthritis, osteoarthritis, muscle sprain, 
fibromyositis, low back pain, etc. 
y IN A NEW CLINICAL STUDY' GER-O-FOAM GER-O-FOAM combines: Methyl salicylate 
gave ‘‘satisfactory”’ results in 85% of chronic musculo- 30%, benzocaine 1%, traces of volatile oils 
skeletal patients. Response was “‘striking’’ in certain in a specially processed, neutralized emulsion 


intractable acute conditions. . .‘‘permitting functional exer- base, for aerosol use. 
cises otherwise impossible.” 


samples, reprint and literature from 


GERIATRIC PHARMACEUTICAL CORPORATION iv vers 


1. Gordon, E. E. and Haas, A.: Industrial Medicine & Surgery 28:217, 1959. 
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90% of anxious, agitated and apathetic 
office patients calmed without drowsiness 


and with normal drive restored... 
on one or two 0.25 mg. tablets b.i.d.: 


@ In 608 patients with anxiety and @ Patients become calm without being 
anxiety-induced fatigue or depression, | drowsy and normal drive is restored. 

PeRMITIL, administered in small daily ™ Onset of action is rapid; effect is pro- 
doses of 0.5 mg. to 1 mg., produced longed. M@ Prrmitit: does not poten- 


* 


significant improvement in 90% tiate barbiturates or non-barbiturate 
@ Permitiv is virtually free from side — sedatives and can be used with impunity 


effects at recommended dosage levels. with such agents. 


How to Prescribe PERMITIL: The lowest dose of Permutit that will produce 
the desired clinical effect should be used. The recommended dose for most adults 
is one 0.25 mg. tablet twice a day (taken morning and afternoon). Increase to two 
0.25 mg. tablets twice a day if required. Total daily dosage in excess of 1 mg. should 
be employed only in patients with relatively severe symptoms which are uncon- 
trolled at lower dosage. In such patients, the total daily dose may be increased to a 
maximum of 2 mg., given in divided amounts. Complete information concerning 
the use of PeRMITIL is available on request. 


Supplied: Pablets, 0.25 mg., bottles of 50 and 500. 


*Recent compilation of case reports received by the Medical Department, White Laboratories, Ine, 


WHITE LABORATORIES, INC., Kenilworth, New Jersey 





PROVEN EFFECTIVE 
FOR THE TENSE AND 
NERVOUS PATIENT 


**There is perhaps no other drug introduced in 
recent years which has had such a broad spec- 
trum of clinical application as has meproba- 
mate.* As a tranquilizer, without an autonomic 
component in its action, and with a minimum 
of side effects, meprobamate has met a clinical 
need in anxiety states and many organic diseases 
with a tension component. * 

Krantz, J. C., Jv: The restless 
patient — A psychologic and 


pharmacologic viewpoint 
Current M. Digest 


"—  “ Mailtown 


the original meprobamate, discovered and introduced by 
(yp WALLAC E LABORATORIES, New Brunswick, N. J. 





